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ABSTRACT

This culminating project wi l l focus on the changes
that have occurred in themedical world and how those changes
have, and will contin u e to impact the elderly, specifically
in the lo ng term care setting .
Over the years the main co n sideration of health care
has changed from direct patien t impact to direct dollar
impact . With thes e changes has come t he et h ical dilemma
of providing care for the elde rly in a dignified and
individualized manner while maintaining a positive cash
flow .

No longer wi l l soc iety accept mediocre care for the

elder ly, go ne are the days of few and poorly defined
regu lations that mandate nursing homes .
State and federal regulations mandate how lon g term
care faci lities are managed.

Inde ed, the nursing home

industry is one of the most heavily r eg ulated, second only
to nuclear waste .
Nursing homes have long been viewed by soc iety as a
place elderly patients go to die.

A p l ace where there is

no dignity, no life, no ch oices .
The purpose of this manual is to assist a long term
car e facility in the accurate comp l et i on of the ad mi ssion
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process , correct placement of the patient, identification
rehabilitative needs and observance of patient rights while
adhering to the mandated state and federal regulations in
the most cost effective manner .
As with many of the changes emanating from Washington,
recently proposed legislation will dramatically change the
delivery of health care in the United States .

Coupled with

the changes already in effect , health care facilities,
particularly long term care facilities, are scrambling to
stay competitive .
The role of the long term care facility continues to
change as hospitals release patients more quickly, and
nursing homes see sicker, frailer patients at their door.
The nursing home must balance identifying the needs of their
patients while adhering to the regulations and observing
patients rights, all the while on a very small reimbursement
rate .
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Chapter I
INTRODUCTION

As we contemplate the future, the aging of the baby
boomers, the number of Americans over the age 65 is expected
to rise from 33 million to 65 to 70 million by 2030 (Turman

47-49).
Carefully pondering its next moves in the midst of
intense speculation by providers, industry analysts and
academics alike on the future of long term care, all agree
on the need for greater diversity and flexibility and an
openess to the formation of strategic alliances as payers,
including managed care organizations, seek less costly care
choices. All envision a spectrum of care that satisfies
the customer's and family's desire f~r the elderly client
to live out their life in an affordable and dignified manner.
According to Turman, industry insiders state that
medical technology will create increasing opportunities
to move patients more quickly from hospitals to less
intensive care settings for rehabilitation. Also, managed
care organizations will intensify quality monitoring as
they hold their networks, including long term care providers,
increasingly accountable for cost-effective care
produce positive patient outcomes. Long term care
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providers will have their pick of professional nurses as
additional nurses graduate with clinical experience jn caring
for older persons. Even the physical environment in long
term care will undergo dramatic innovation in design,
becoming more responsive to residents' social and
psychological needs. Gone will be a system that limits
choices to home or institution. Instead there will be a
broad middle range of options that will promote independent
living for as long as possible (47-49).
According to Turman, the traditional long term care
facility will be reserved for a frailer, sicker and older
population. The complete continuum of care will include
e verything from help with chores and meals to home health
services, independent and congregate living, assisted living,
s k i lled nursin g and subacute care, as rural areas set up
s mall hospitals within a long term care facility's
i nfrastructure (47-49).
The generation of baby boomers, as predicted, is
aging rapidly. Age Wave Health Services Inc . in Emeryville,
Cali fornia cites estimates that by the year 2000 at least
50 percent of all U.S. health care expenditures will cover
Americans aged 65 and over, although this age gro up will
comprise only 1 3 pe rce nt of the population (q td. in Turman
47).
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A longer living population is a driving force for many
long term care services . Indeed the demand for long term
services is growing and will continue to grow.
Donald Steinwachs, Chairman of the Department of Health
Policy and Management at the John s Hop ski ns University School
of Hygiene and Public Health states:

All of us hope that as we extend our lives we
do not extend the period of chronic disease •••
but there is no evidence that we are reducing
c hronic disease; its just that we are managing
it better. Indeed , Americans must age more
healthfully and independently or we will drain
our resources (49).

Society does not take aging as serio u s l y as it doe s
youth. However, in all resp ects the impac t of our agi n g
population on health care will be unbelievably dramatic.
The whole phenomenon of caregiving is going to hit society
like a ton of bricks if we are not prepared for it
(Stei nwac hs 49).
Bruce

Clark, Senior Vice President of Age Wave Health

Se rvices, Inc., conte nd s that the baby boomers, who are
sophisticated consumers and st ron g advocates for themselves
a nd their elderly parents, will reshape a U.S. health care
delivery sys tem .

Just as we now focuse on acute ca re, we

pay s mall heed to its s upport infrastru ct ur e for t h e elde rl y
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(49-50).
The transformation of the long term care industry is
being rapidly propelled by the reality of declining
public resources and a commensurate need for more resources
from the private sector .
Ongoing attempts to balance the federal budget with
proposed cuts in the Medicare and Medicaid programs will
compel long term care providers to adopt programs that
confront those cuts .

In any case, short term or long term,

the driving force will be the budget issue and there will
be much pain a s people try to accommodate this concern .
Long term care industry insiders predict dramatic changes
in response to this pressure.
According to Dal e Buss, c reative financing, along with
the c reat i ve use of home c are and day care, is expected
to allow elderly Ameri c ans , who do not necessarily require
institutional car e but can no longer care for t hemselve s
independently to remain in their own homes longer (10-11) .
In order to compete , in the ever changing world of
health care, providers are going to have to look outs id e
their walls and provide some of these services . One can
e nvi s ion - a commun i ty facility with outreach int o its
co mmunity, a g eri a tri c c enter with respit e c ar e , a s uba c ute
comp o ne n t , and da y c are, s tat es Bu ss (10-11).
Ma n y exp e r ts f e el t h e l i nka ge be t ween th e man age d c ar e
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industry and the subacute facility will be what drives health
care in the future . Hospitals of the future are being
envisioned as sites for emergency departments, operating
rooms and intensive care and neonatal intensive care units,
with direct phys i cian linkages ~o subacute facilities for
medical and surgical care.
Turman notes that as sicker patients are sent to nursing
facilities with subacute care, nurses who once avoided a
career in long term care, are now being lured toward this
industry. As the boundaries between hospitals and long term
care facilities fade,

the two are becoming allies to

provide

a continuum of care (54-57).
In the article by Wagner, we can no longer say a nurse
is a nurse is a nurse.

We have become very specialized .. . but

we should be more well - rounded (52-53) .
Long term care facilities must demonstrate greater
opportunities for nurses, and one of the best recruitment
techniques is to offer training or retraining for the new
environment. In addition, managed care organizations focusing
on wellness and health promotion for the elderly will need
nurses to implement noninstitutional programs along with
the continuum of care .
Throughout the years, the hospital and nursing facility
have remained very distinct entities.

If managed care can

help to improve the connection between hospitals a nd nursin g
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facilities, it should not only help the patient but also
help caregivers to better help understand the patient.
A complete continuum of care is our ideal future. The
continuum will satisfy the customer and the family's desire
for the patient to receive quality care, in a dignified
manner while emphasizing affordability and independence.
In a effort to meet the growing concerns of fami lies
and patients, the physical design of long term care
facilities will change in response to forces ranging from
residents' needs to marketing needs, technological advances,
and treatment philosophies. Instead of the traditional
medical model of long corridors with units on both sides,
a day room

doubling as a dining room and few amenities,

facilities will place more emphasis on residential or
homelike settings and acknowledge the therapeutic potential
of the environment.
There is fairly substantial pressure on facilities
to compete, and in order to compete they have to mee t

public

expectations. Consequently, as potential clients and families
look for better facilities, there is pressure on long term
care facilities to upgrade.

By any mark, to take pride

and keep up with advances in health care is a good
invest me nt, some innovations are not that cost l y .
Design researcher s have realized there is much you
can do with the physical environment in order to maintain

g.

the abilities o f clients for as long as possi ble, minimizin g
some of their symptoms and allowing them t o hold onto cur rent
abili ties as long a s possible.
Mos t design trends for the cognitively impaired are
applicable to the general lon g term care population. Designs
include better use of natural light and outdoor parks and
gardens; conversion of often unde rstaffed and und er ut i lized
rooms, s uch as beauty salons, into f ewer a nd less specialized
activity spaces; smaller numbers of re side nts on a win g,
more personalization of residents, allowing them to br ing
in furnishings, bedcoverings and other personal items.
Buss, in hi s work, Newsfronts, states that long t er m
ca re providers should look at the d ynam i cs of the local
marketplace and think abo u t the forces that bring them
clie nt s and how these factors will change ( 10 -1 2).
I nstead of relying on cost r eports , long term care
providers must truly understand their costs i n order to
compete a nd ne go tiat e c ontracts successfu ll y .

These types

of provid e rs need to work more closely wi th hospitals and
managed care organizations, becau se they are accepting
fina nc ia l

risk for an in c rea s in g numb e r of Medicare patients,

an d seekin g more lon g term care services for agin g members.
If Medicare starts bundling payments to ho spital s,
in effect makin g ho spitals r esponsib le for payin g any
postacute care fees , then ho spitals co uld begin negotiati ng
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payments with nursing facilities and home health agencies
for less costly additional services .

This trend could

fill a ski lled nursing facility's subacute beds, but it
could also offer the hospital an advantageous arrangement
on services.

Long term care providers must offer low costs,

provide good care and obtain the information needed to
negotiate with managed care providers and hospitals .
While Medicare services have expanded rapidly, they
remain only about eight percent of . total revenues for
s kill ed nursing facilities, cites Turman.

As a result,

Medicaid and private pay will continue to be any nursing
facility 's bread and butter, although the Medicaid
side will be increasingly difficult.

In addition, in the

likel y eve nt that payment rates are dramatically c ut, then
it will be more difficult to maintain quality care and
provide more specialized, intensive services (52-54).
At the extremes, it can be seen wher e the competition
will probably be and what needs to be done.

At the lower

end, nursing facilities must compete with assisted living
organizatio n s .

At the higher end, nursin g facilities must

sho w managed care organizations and hospitals that they
can provide cost - effective care.
However, as Turman points out i n h er book, The Future
of Long Term Care, i n the broad middle grou nd a r eas where
nursin g facilities are dealing with frail peopl e with a
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multitude of activities of daily living problems, Medicaid
financing will co ntinue to be an important component (52-

-54).
In the end, human compassion must take its rightful
place at the forefront of long term care.

In the coming

month s good nursing facilities will find ways to liberate
employees to spend more quality time with residents.

Even

as levels of care intensify, providers will create "people
oriented, "

home-like, warm a nd inviting settings where

residents will be able to find a sense of comm un ity where
t he ir basic spiritual and emotional needs will be met.
Changing the physical environment of the long term
care facility will have little effect on the patient if
he does not attain a nd maintain his highest level of
functioning. Consequently rehabilitation has become an
increasingly important part of nursing home care .

Since

the enactment of the Medicare Prospective Payment system
in 1983, patients have been moved from acute-care hospitals
to long-term care facilities much earlier in their
convalescence.

As a result of this change in managing

patients, approximately one-third of admissions to nursing
homes are now for convalesce n ce and rehab~litation, Jo se ph
and Wanlass have noted that dramatic increases in
in s t i tutionaliza tion have been reported that are a tt ri bu t abl e
to s hi f tin g eld e rl y p a tient s from ho s p i tal s to nur s in g h omes
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that lack effective rehabilitative programs (10-13) .
In addition the importance of rehabilitation in nursing
homes has been further reinforced by the Omnibus Budget
Reconciliation Act of 1987, which mandates that there be
comprehensive assessment, individual treatment planning,
and delivery of services to allow every resident to attain
or maintain the highest possible mental and physical
functional status.
Literally the word rehabilitation means to make able
to live again . This applies not only to physical but also
to psychological functioning . Rehabilitation classically
seeks to return persons to previous functional levels, social
roles, and living situations.

However in the nursing home,

maintaining current abilities and preventing deterioration
is equally important (10-13).
Nursing home rehabilitation falls into two categories:
restorative therapy and maintenance therapy. For the one
quarter to one-third of individuals admitted to a nursing
home who will return to independent or semi-independent
living in the community, restorative therapy may be most
appropriate. These short- stay residents are often admitted
directLy from an acute-care hospital for rehabilitation
f ollowing surgical join t

procedures, stroke s or amputations .

This type of nursing hom e rehab i litation can pro ce ed at
a s lower pace a nd l o wer i n te n s it y, b ot h b etter s ui te d to
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the frail, geriatric patient .

However, it serves many

nursing home residents who do not return to former levels
of independence and who may remain in a long-term care
facility for the rest of their lives.

For these residents,

an individualized treatment program may still improve their
activities of daily living, as well as result in enhanced
self esteem and independence , in addition to reduced cost
to the institution (10-13).
Some nursing home residents may already be functioning
at their maximal level.

For these individuals, maintenance

therapy would be considered appropriate in order to preserve
their current f unctional status, prevent further
deterioration, and enhance their psychological well being
through the activities involved in the therapy.
It is possible and highly desirable to involve both
the resident and his or her family or care givers in the
rehabilitation program.

Although learning to live with

existing disabilities is part of the rehabilitation process,
nursin g home staff must recognize that depression, apathy,
anger or agitation may accompany the failure to achieve
a desired goal.
article,
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As Cornacchione and Slusser note in their

Depression in the Long Term Care Facility", it

is n ecessary to str i ke a balance between encouraging
residents to achieve independence and providin g the help
they ne ed (24).

Chapter

2

LITERATURE REVIEW

Foc us i ng on the fiscal 1996 budget Capital Hill once
again Medicare is a prime savings target.
The Medicare situation has been a source of conflict
in Washington for well over a year. As lawmakers turn to
the program for spending reductions to offset the cost of
new programs and to reduce the overall deficit, providers
are struggling to shield their Medicare payments from further

erosion and senior citizens try to keep their Medicare
benefits from shrinking.
With congress offering suggestions that not only include
massive savings but also free-market competition, long term
care facilities are now in direct competition with hospitals.
The House Budget Committee's proposed Incentive - based
Medicare reform includes 35 specific proposals to reform
the existing Medicare system to help create more choices
and incentives for competition and cost effectiveness. They
include the following items:
*Inform beneficiaries of managed care options.
*Establish a preferred provider organization (PPO) option
for the entire Medicare program.
*Allow beneficiaries to remain in their employer plans after
14.
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retirement, regardless of whether that plan ha s a contract

with Medi care .
*Lift the requirement that health maintenance organizations
(HMO) with Medicare contracts draw at least half of their
members from commercial plans.

*Allow manage d ca re plans to offer more options,

including

PPOs , me d ical savings accounts ( MSA) and p artial
capitation plans .
*Increase incentives for HMOs to participate in Me d icare
by r aising payments by 5 percent a year , with a 1.5 per c en t
hike to plans that now are paid more than 120 per ce nt of
the national median.
*Increase premiums by $ 2 0 for new Medi ca re beneficia ries
who opt for fee fo r se rvi ce , b egi nnin g in 1999.
*Raise Medicare deductible to $1 50 from $100 to more closely
re f l ec t private sector plans . Beneficiaries can avoid the
dedu ctibl e by choosing a private plan, such as an HMO,
that does not have a d ed ucti ble.
*Convert Medicare to a program mo re l ike the health program
for federal e mployee s . Medi ca re woul d provide beneficiar ie s

with a capitated vouc her in the form of a co ntr ibution
t o the h ea lth plan of t heir choice. Sa vin gs accrue after
seven yea r s .
*Allow Medicare beneficiaries to s har e in t h e savi ngs when
Med ica re (raud is detected.
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*Limit payments to physicians whose costs exceed the national
median.
*Bundle postacute care payments with hospital payments.
*Reduce Medicare subsidy to high income beneficiaries.
*The value of the contribution would be determined by
setting total Medicare expenditures at an overall growth
rate .
*Total Medicare spending would rise from $178 . 2 billion
in 1995 to 258.9 in 2002 .
*Medicare growth would be slowed to 5 . 4 percent annually,
mainly through reductions in provider payments.
*Medicare would offer a wider range of private plan options .
By the year 2002, 59 percent of enrollees would be in
private plans .
The strategy behind this plan is that you get a totally
free-market kind of attitude and you find prices change
dramatically (O ' Conner 1-12).
Paul Willging, Executive Vice President of the American
Health Care Association describes the current Medicare reform
debate a s a sea of change . Congress bas traditionally relied
on three strategies for lowering Medicare costs: providing
lower c o s t servi c es, reducin g the population served, or
lowerin g reimbursement .
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Now there is a fourth option, which is the transformation
of Medicare "from a defined benefit to a defined contribution
program," Willging says. Under this type of system, the
federal government would tell senior citizens what it could
afford to spend and they in turn would have to "see what
kind of deal they could get for that amount . "
In Washington, Federal efforts from both the House
and Senate are under way to attempt to neatly curtail the
federal deficit and finance tax cuts by changing Medicaid
into a block grant to each state. At stake are billions
of dollars in long-term care reimbursements.
Re garding Medicaid, the Republican leadership has one
clear advantage over the opposition-a common goal : trim
th e g rowth

in federal payments. The leadership initially

hoped to cut $100 billion by the year 2000, bu t e ventually
settled for reducing the Federal outlays by $80 billion
( S toil 6) .
During the fiscal year 1993, acco~ding to Stoil

in

his art i cle, ''Nursing Homes, Kick That Block," national
Medicaid expenditures totaled $118 billion, with the Fe deral
share a c counting for $76.1 billion, or roughly two thirds
o f th e t otal. In the current fiscal year, Medicaid spend i ng i s e xp ect ed to reach $154 billion and by th e y ea r 2000,
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in the neighborhood of $254 billion. Withou t significant
change, the Federal share will be $140 billion, while total
state contributions will be $114 billion (6).
Simply stated, in the year 2000 the Federal share of
Medicaid reimbursement will be more costly than the combined
Federal and State contributions to the program today (Stoil

6).
The American Health Care Association, the American
Association of Homes for the Aging, The American Public
Health Association and a host of other h ea lth care related
groups have united in opposition to these plans.

However,

it is apparent that even with rising opposition, health
care fa ci lities and particularly long term care facilities,
must begin to look at ways o f decr easi n g costs while
rem aining co mpetitive.
Frost and Sullivan report that National Health Care
reform legislation may have failed in 1994, but that has
not prev e nted the U.S . health care industry from c ultivating
its own reform. Indeed, the health care industry has not
only ge nera ted sig nificant sa vings but has succeeded in
covering a larger population in the past two year s as managed
- care has become increasingly common. Fear of gover nmen t
i mp osed cost co ntainment has been one element
l eading the indu s try to reform itsel f , adv ises St o i l.
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Another motivating factor may be the increased mandates
the government is considering for long term care facilities

(6).
Most experts in the field predict i n dustry evolution ,
possible public funding changes and additional regulatory
oversight are co l lectively reshaping the way long - term care
looks and operates.
John O' Connor reports in his article " Medicaid Reform
Debated," that the cost of resident care has been on an
incline since 1990 . Operating expenses rose from $68.33
per patient day in 1992 to $74 . 81 per patient day in 1993,a 9 . 5 percent increase . Costs were also u p for direct care ,
i n direct care, administrative and ge neral expenses and
ancillary costs (1-10) .

In addition to the increase in cost, long term care
facilities will face diversified care- particularly subacute
care and increasi n g patien t acuity levels are expected to
continue in the coming years .

These changes will directly

im pact the future of lon g term care faciliti es (1-10) .
However, just as faci l ities are increasingly shifting
from traditional long-term care to a more specialized level
of care, diversification into suba c ute care will aiso mean
greater spe nding on medical devi ces .

Depending on h ow the

f a c i lit y plans its future, this co uld mean thousands of
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dollars in revenue or the demise of the facility.
In another facet of health care cost considerations,
respiratory therapy supplies are expected to lead the
budgetary inflation parade through 1996, increasing four
to six percent, while medical-surgical

supplies are likely

to rise by as much as five percent
(O'Conner 1- 10).
These dramatic price hikes for raw materials are
continuing to fuel cost increases for paper-based products .
All types of health care providers, certainly including
long t e rm care operators can expect to pay more for
disposable products including diapers, packaging and forms,
as well as food service items, indicates O'Conner (1-10).
0 1 Conner continues in his report that rising tan g ible
costs could pale in comparison to the cost of doing business
as newly implemented regulations could potentially devastate
many bottom lines.

For example, new

survey, certification

and enforcement regulations that took
a particularly costly component that

effect in July contain
allows retroactive

fines for non-compliance (1-10).
Consequently this factor, combined with current
congress ional and administrative budget discussion ~ . c o uld
leave nur s ing fa c ilit i es with much less in the way of
Medi ca id a nd Med icar e r e ve nu es (11-1 2 ).

2J •

Just as the previously mentioned factors are negatively
affecting health care providers' viability, drastic changes
are also appearing to threaten Medicaid's existence .
federal

The

government would give lump sum payments to each

state and let it decide how to spend the money.
This would end Medicaid as an entitlement program and
ultimately place large numbers of older Americans at risk ,
Squires indicates in her article "Medicaid Makeover'' (14).
Pamela Squires reports that Medicaid now pays for the
care given to more than half of the country ' s nursing home
patients.

However, the severity of the prQpQsed Medicaid

cuts would force large numbers of these nursing home
residents off the rolls (14).
These cuts would also affect seniors who are currently
at, or slightly above the poverty level £or whom Medicaid
now pays both the Medicaid and Medicare premiums and
deductibles (14) .
Daniel Perry in the magazine, Secure Retirement
expresses his views concerning the fact that Americans are
living longer than ever before; certainly that is no longer
news.

But recent reports do appear to show that disability

and chronic disease rates among- seniors are going down,
eve n as the elderly population is increasing, that is good
news indeed (24).
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A series of research reports arising from Duke
University continue to challenge the notion that more older
people in the U.S. necessarily means more illness and
disability.
The latest study published this summer in the Journal
of Gerontology shows an overall decline during the 1980's
of chronic disease among Americans over the age of 65.
Leading the decline were falling incidences of dementia,
stroke, arthritis, hardening of the arteries, high blood
pressure, circulatory disease and emphysema (24) .
The explanations for this surprising and welcome trend
include better income and educational status for today's
seniors, along with improved nutrition, greater use of joint
replacements, improved cataract treatment and public health
campaigns against smoking and heart disease (24-25).
If these findings by the Duke Center for Demo g raphic
Studi es represent the leading edge of a long - runnin g trend,
and the y need to be bolstered by more research, the impa c t
on Medic ar e and Medicaid and our strategies to lower health
care co s ts could be profound (24-25).
We have gotten used to equating old age with losses
and infi rmit ies .

Addit i onally we are in th e habit of

spe nd i ng billions o f dolla r s on nur si n g home ca re and other
f o r ms of " s i c k care,'' in s t e ad of pr e venting a nd pos tp o ning
geriatric h ealth pr oblems in t h e fi r st place (24-25) .
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But what if we could delay the beginning of chronic
health problems of the elderly?

If , in effect, we could

put aging on hold for just five years , what then?
In fact, this ''delay strategy " has capt ur ed the
imagination of some of the nation's leading medical
researchers as the means for accelerating the trend toward
a healthier, longer-lived generatio n of Americans (24-25).
Indeed, dozens of top researchers recently endorsed
a report to the White House Conference on Aging sayi n g that
federal efforts to implement the delay strategy against
diseases of old age would be money well spent (24 -2 5).
This report to the White House Conference on Aging
entitled "Putting Aging on Hold, 11 details how we might
successfully eliminate half of the costs and the human misery
of Alzheimer's disease, hip fractures, stroke and other
i n firmities of aging by delaying the steeply rising risk
factors for these conditions after age 60 by as few as five
years (24-25) .
Th is is no lon ger science fiction , given what we now
know about aging and aging-related disease, as the Duke
University studies demonstrate. New treatments for old
problems, from hormone replacement to new cardiovascular
and memory enha n cing drugs , genetic research and improved
diet and exercise therapies for seniors show the way (24-25).
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In one recent report from Duke University the U.S.
government estimated that an added investment of one billion
dollars over five years would enable American scientists
to make the most of the current momentum in aging research.
It could be the smartest one billion dollars ever spent
by Washington.
The knowledge that would be gained, leading to
postponement of common geriatric conditions and disabilities,
would be invaluable. It is an investment we can not afford
not to make (24 - 25).
With all of the anticipated changes within the Medicaid
and Medicare systems, it is easy to see that long term care
facilities have their work cut out for them. In order to
stay competitive in an industry where funds are shrinking,
pat i ent needs increasing, regulations tightening and
penalities stiffening , the nursing facility must be
inn o vative and creative.
The nursing facility not only has a legal, but also
a moral obligation to restore a patient to his or her highest
l evel of functioni n g and whenever possible prevent
det e rioration .

It follows therefore, that rehabilita ti on

i s a very important aspect of nursing home care .
Re h a bilitation is a mu s t

i f we a r e t o trea t

t h e wh o l e pe r s on,

th at is reha b ilitate their l e vel of functionin g , t h eir social
abilit i es a n d me nt a l

c apab i lities .
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When considering a person's rehabilitation potential,
we must also consider where a patient is placed within the
nursing facility.

This can have a direct impact on his

ability to attain and maintain his highest level of
functioning. In order to make the best possible placement
of the patient, a thorough assessment of bis social,
psychological, and physical needs must be done upon
admission.
To maintain viability, the long term care facility
must be committed to providing quality care in an environment
that is conducive to enhancing the patient's quality of
life and rehabilitating the patient to his highest level
of functioning all the while striving to secure an attractive
bottom line.

CHAPTER 3
POLICY AND PROCEDURE
MANUAL

The facility, according to State and Federal regulations,
must make staff and residents ~ware of residents' rights and
ensure those rights are enforced.

RESIDENT RIGHTS
The resident has the right to a dignified existence, self
determination and communication with and access to persons and
services inside and outside the facility. A facility must protect
and promote the rights of each resident.
1 . The resident has the right to exercise his or her rights
as a resident of the facility and as a citizen or resident
of the United States.
2. The resident . has the right to be free of interference,
coe rcion, dis crimination and reprisal from the faci lity
in exercising his or her rights.
3. In the case of a resident adjudged incompetent under law s
of the State by a court of compete nt jurisdiction, t he
rights of the resident are exercised by the person appointe d
under State law to act on behalf of the resident.

NOTIC~ OF RIGHTS AND SERVICES
1 . The faci lit y must inform t h e resi dent both orally and wr i t ing
in a language that the resident understands of h is or her
26 .
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rights and all rules and regulations governing resident
conduct and responsibilities during the stay in the
facility.
2. The resident or his or her legal representative has the right:
a. Upon an oral or written request, to access all records
pertaining to himself or herself including clinical records
within 24 hours;
b. Afte r receipt of his or her records for inspection, to
purchase at a cost not to exceed the community standard,
photocopies of the records or any portions of them upon
request and two working days advance notice to the
facility.
3. The resident has the right to be fully informed in language
that he or s h e can unders tand of his or her total health
status, including but not limited to, his or her medical
condition.
4. The resident has the right to refuse treatment and to refu se
to participate in experimental research.
5 . The facility must :
a. Inform each resident who is entitled to Medicaid benefits,
in writing, at the time of admission to the nursing
facility or, when the resident beco mes eligible for
Medicaid .
b. Inform each resident wh en changes are made to th e items
and services available.
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6. The facility must inform each resident before, or at the
time of admission, and periodically during the resident's
stay, of services available in the facility and of charges
for services, including any charges for services not covered
under Medicare or by the facility's per diem rate.
7. The facility must furnish a written description of legal
rights which includes:
a . A description of the manner of protecting personal funds .
b. A description of the requirements and procedures for
establishing eligibility for Medicaid, including the right

to request an assessment which determines the extent of
a couple's non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which cannot be
considered available for payment toward the cost of th e
institutionalized spouse's medical care in his or her
process of spending down to Medicaid eligibility levels.
c. A posting of names, addresses and telephone numbers of
all pertinent State client advocacy groups such as the
State survey and certification agency, the State
ombudsman program, the protection and advocacy network,
and the Medicaid fraud control unit.
d. A statement that the resident may file a complaint with
the State survey and certification agency concerni n g
res id ent abuse, neglect and mi sappropriatiion of
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resident property in t h e f acil ity.
8. The fa c ility must inform e ach resident of the name, specialt y
and way of contacting the phy s ician responsible for his or
her care.

9. The facility must promi n ently display in th e facility written _
i n for mation a nd provide- to residents and app l ica nts for
admission, oral a nd written information about how to apply
for and use Medicare and Medi cai d be nefit s and how to receive
re f unds for previous pa ymen t s covered b y s u c h benefits.

10 . The facility must immediately i n form the re s ident; co nsult

with the res i dent' s physician; an d if kn own, notif y t he
resident's le gal

r e presentati ve or an interested fami ly memb er

when there is:
a . An accident invol vi n g the res id ent which results in inj ury
a nd has the pot e n t ial

for req uir ing intervention.

b . A sig n ifica nt change i n the resident ' s physica l, mental
or or psychosocial stat u s .
c . A n ee d to alter treatment significa n t l y.
d . A decisio n to transfer or d ischa r ge the r esident from
the fac ility .
e . The facility must also prompt l y notify the resident and
if know n, the resident's l e g a l

representative or i nt erested

family member when there i s :
1. A chang e in room or roommate a ss i g nm e nt
2 . A chan g e in r es iden t ri g ht s under Fe der a l or S tate
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law s or regulations .
11. The facility must record and periodically update the address
and phone number of the re s ident ' s legal repre s entati ve or
inter e sted family member.
1 2. The resident has the right to manage his or her financial
affairs, and the facility may not requir e re sidents to
deposit their personal funds with t h e facility.

MANAGEMENT OF PERSONAL FUNDS
1. Upon written authorization of a resident, the facility
must hold, s afeguard, manage and accou nt for the personal
funds of t h e residen t depo sited with t he facility .
2. The facility mus t de posit any resident ' s perso nal funds in
excess of $50 in an interest b ea ring account that i s
sepa r ate from any of the facility 's operating accounts
and that c r edits a ll int e r est earned on residents' f unds
to that accoun t:
a . The facility mu st main tai n a resident's personal f unds
t hat do not exceed $50 in a noninter est bea ri n g accoun t,
i nterest bearing account or petty cash fund.
3. The facility mu st esta blis h and mainta i n a system that as s ures
f ull an d com pl e te a nd separate acco unt i n g, according to
ge nerally accep t e d account in g principles , of eac h re s ident' s
per sona l funds e n trusted to the facility on t h e resident ' s
behalf .
a. T he system mu st preclude any co mmin gli ng of resident
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funds of any person other than another resident.
b. The individual financial record must be available
through quarterly statements on request to the resident
or his or her legal representative.
4. The facility must notify each resident that receives Medicaid
benefits:
a . When the amount in the resident's account reaches $200
less than the SSI resource limit for one person
b. That, if the amount in the account in addition to the
value of the re sident's other nonex empt resources, reache s
SSI resource limit for one person, the resident may lose
eligibility for Medicaid or SSI.
5 . Upon the death of a resident with a personal fund deposited
with the facility,

the facility must convey within 30 days

the resident' s funds, and a final accounting of those funds
to the individual or probate jurisdiction administering the
the re sident's estate.
6 . The facility must purchase a surety bond, or otherwise
provide assurance satisfactory to the Secretary of The State,
to assure the security of all personal funds of residents
deposited with the facility.
7 . The facility must not impose a c harge against the personal
funds of a resident for any item or service for wh ich
payment i s made under Medicare or Medicaid.
8 . The resident has the rig h t

to :
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a. Choose a personal attending physician
b . Be fully informed in advance about care and treatment
and of any changes in that care and treatment that may
affect the resident's well being .
c. Unless adjudged incompetent or otherwise found to be
incapacitated under the laws of the State, participate
in planning care ·and treatment

PRIVACY AND CONFIDENTIALITY
1 . The resident has the right to persona l

privacy and

confidentiality of his or her personal and clinical records .

2. Personal pr ivacy includes accomodations, medical treatment,
written and telephone communications , personal care, visits
and meetings of family and resident gro u ps .
3. The resident may approve or refuse the release of personal
and clinical records to any individual outside the facility
except when the resident is transferred to another health
care institution or record release is required by law.
4 . The resident has the right to voice grievances without
dis c rimination or reprisal.
5. The resident has the right to examine the results of the
most recent survey of the facility conducted by Federal or
State surveyors - and any plan of correction in effort with
respect to the facility. The results must be made available
for examination by the facility in a place readily accessible
to residents .

33.

6. The resident has the right to privacy in written
communications including the right to:
a. Send and promptly receive mail that is unopened .
b . Have access to stationery, postage and writing i mplemen ts
at the resident ' s own expense.
ACCESS AND VISITATION RIGHTS
1 . The resident has the right and the facility must provide
immediate access to any resident by the following:
a. Any representative of the Secretary
b. An y representative of the State
c. The resident ' s individual physician
d . The State long term care ombudsman .
e. The agency responsible for the protection and advocacy
system for developmenta ll y disabled individuals

f . The agency responsible for the protection and advocacy
for mentally ill individuals.
g. Subject to the resident ' s right to deny or withdraw
consent at any time, immediate family or other relatives
of the resident.
h . Subject to reasonable restr ictions and the resident's
right to deny or withdraw consent at any time, others
who are visiting with the consent of the resident .
2 . The resident h as the rig ht to have reasonable a cce ss to the
u se of a telephone where calls can be mad e withou t
ov er h eard .

being
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3 . The resident has the right to retain and use personal
possessions, including some furnishings and appropriate
clothing , as space permits, unless to do so would infringe
upon the right s or health and safety of other residents.
4. The resident has the right to share a room with his or her
spouse when married residents live in the same facility and
both spo u ses consent to the arrangement.
5 . The resident ha s the right to refuse transfer to another
room within the facility, if the purpose of the transfer
is to relocate:
a. A resident of a SNF from the distinct part of the facility,
that is a SNF to a part of the faci l ity that is not SNF
b . If a resident of a nur si n g facility f rom the distinct
part of the facility that is a nursing facility to a
distinct part of the facility that is a SNF
TRAN SFER AND DISCHARGE
1. The fac ility must permit each resident to remain in the
facility and not transfer or discharge the resident from
the faci lity unless:
a . Th e transfer and discharge is necessary for the re sident's
welfare and the resident's needs cannot be met in the
facility
b . The tr a nsfer or dischar ge is appropriate because the
resident's health has improved s ufficiently so the
resident no lo n ge r n ee ds the services pr ovided by the
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facility
1. The safety of individuals in the facility is endangered

2 . The resident has failed, after reasonable and
appropriate not i ce , to pay for a stay at the facility.
For a resident who becomes eligible for Medicaid

after

admission to a facility, the facility may charge a
resident only allowable charges under Medicaid.

2. When the facility tra n sfers or discharges a resident, the
facility must:
a. Notify the resident and if known, a family member or
legal representative of the resident of the transfer
or discharge and the reasons for the move in writing and
in a language and manner they understand.
b. Give a 30 day notice, unless it is an emergency situation

or:
1. The health of individuals in the facility would be
endangered
2. The resident's health improves sufficiently to allow
a more immediate transfer or discharge
3. An immediate transfer or discharge is required by the
resident's urgent medical needs
4 . Before a facility transfers or discharges a resi den t,
the facility must:
a. Notify the resident and if known, a family member
or legal representative of the re sident o f the
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transfer or discharge and the reasons for the move
in writing and in a language and manner they
they understand. The notice must contain:
1. The reason for transfer

or discharge

2 . The effective date of transfer or discharge
3. The location to which the resident is transferred
or discharge
4 . A statemen t

that the resident has the right to

appeal the action to t he State
S . The name, address and telephone number of the
State long term care ombudsman
6 . Ori entation for transfer or discharge . The
facility must provide s uf ficient preparation
and orientation to residents to ensure safe
and orderly transfer or discharge from the
facility .

RESIDENT RETURN TO THE FACILITY
The nursing facility must establish and follow a written
policy under which a resident, whose hospitalization or
therapeutic leave exceeds the bed hold period under the State
plan, is readmitted to to the facility immediately upon the
first availability of a bed.

ADMISSION S POLICY
1 . The facility must:
a. Not require resident s or potential residents to waive
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their rights to Medicare or Medicaid
b. Not require oral or written assurance that residents or
potential residents are not eligible for, or will not
apply for Medicare benefits.
2 . The facility must not require a third party guarantee of
payment to the facility as a condition of admission or
expedited admission or continued stay in the facility.
However, the facility may requi r e an individual who has
legal access to a resident's income or resources avai l able
to pay for facility care , to sign a contract, without

incurring personal payment from the resident ' s income or
resources .
3. In the case of a person eligible for Medicaid, a facility
must not charge, so l icit , accept or receive, in addition,
to any amount otherwise required to be paid under the State
plan, any gift, money, donation or other consideration as
a precondition of admission , expedited admission or continued
stay in the facility.
4 . A nursing facility may charge a resident who is eligible
for Medicaid for items and services the resident has requested
and received, and that are specified in the State plan as
included in the term ''nursing facility services" so long
as the facility gives proper notice of the availability and
cost of th ese services to residents and does not condition
the resident's admission or continued stay on the req uest
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for and receipt of such additional services

RESIDENT BEHAVIOR AND FACILITY PRACTICES
1. The resident has the right to be free from any physical or
chemical restraints imposed for purposes of discipline or
convenience, and not required to treat the residents medical
symptoms.
2 . The resident has the right to be free from verbal, sexual ,
physical and mental abuse, corpora l

punishment and

involuntary seclusion .
3. The facility must develop and implement written policies
and procedu r es that prohibit mistreatment, ne glect and abuse
of residents, and misappropriation of resident property.
4. The facility must :
a. Not employ individuals who have been found guilty of
abusing, neglecting or mistreatin g individuals by a court
of law
b . Have had a finding entered into the State nurse aid e
registry concerning abuse, ne glect , mistreating individuals
or misappropriation of their property
5. The facility mu st ensure that all alleged v io lations including
mistrea tment , ne g l ect or abuse including i njur ies of unknown
source , and mi sappropriatio n - of resident property are reported
immediately to the administrator of the facility and to other
officials .
6. The facility must have evidence that all alleged violation s
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are thoroughly investigated and must prevent further potential
abuse while the investigation is in progress.
7. The results of all investigations must be reported to the
administrator or his designated representative and to other
officials within five working days of the incident, and if
the alleged violation is verified, appropriate corrective
action must be taken.

QUALITY OF LIFE
1. The facility must care for its residents in a manner and
in an environment that promotes maintenance or enhancement
of each resident's quality of life:
a. The facility must promote care for residents in a manner
and in an environment that maintains or enhances each
resident ' s dignity and respect in full recognition of
his or her individuality
b. The resident has the right to choose activities, schedules
and health care consistent with his or her interests ,
assessments and plans of care
2. The resident has the right to interact with members of the
community both inside and outside the facility
3 . The resident has the right to make choices about aspects
of his o~ her life in the facility that are significant to
the

resident

4. The resident has the right to organize and participate in
resident groups in the facility
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S . When a resident or family group exists, the facility must
listen to the views and act upon grievances and

•

recommendations of residents and families concerning proposed
poli cy and operational decisions affecting resident care
and life in the facility.

ACTIVITIES
1. The facility must provide for an ongoing program of activities
designed to meet in accordance with the comprehensive
assessment, the interests and the physical , mental and
psychosocial well-being of each resident

SOCIAL SERVICES
1. The facility must provide medically related social services
to attain or maintain the highest practical physical, mental
and psychosocial well - being of each resident.
2. The facility with more than 120 beds must employ a qualified
s ocial worker.

ENVIRONMENT
1 . The facility must provide a safe, clean, comfortable and
homelike environment, allowing the resident to use his or
her personal belongings to the exte n t

possible.

2 . Housekeepin g and mainte nan ce services provided as necessary
to maintain a sanitary, orderly and comfortabl e interior
3 . The facility must provide clea n bed and bath linens that
are i n good condition
4 . The facility must provide private clos e t

spac e in re sident

4l .

r oom
5 . Th e fa cility must provide ade quate and c omfort ab le l ig ht ing
lev els in all areas .
6. The facility must provid e comfo rtabl e and safe temperature
co ntrol s
RESIDENT ASSESSMENT
The facility mu st conduct initially and periodically, a
comprehe nsive, accurate , standardized, reproducible assessment
of eac h re sident's functional capacity, according to CSR483.20
of the State and Federal regulations.
1. At the time of a dmi ss ion, the fac ilit y mu st hav e physician
orde r s for th e resident ' s immediate ca re .
2 . Th e faci lity must make a c omprehensive assessment of a
resident ' s ne e ds whi c h :
a. Is based on a uniformed d ata set specified by th e State
a nd approve d b y the Sec re tary
b . Describes the resident's capability to perform daily life
functions an d sig n ificant impairments i n functional
capacity
3 . The comprehensive assessment must in c lud e at leas t

t he

following :
a . Medically defined conditions a nd prior medical h istory
b. Medical status measurement
c. P hy sical and me n tal functio n a l status
d. Sensory and physical impairments
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e. Nutritional status and requirement
f. Special treatment or procedures
g. Mental and phychosocial status
h. Discharge potential
i. Dental condition
j. Activities potential

k . Rehabilitation potential
1 . Cognitive status
4. Assessments must be conducted:
a . No later than 14 days after admission
b. Promptly after a significant change in the resident's
physical or mental co nd i ti on
c . In no instance less often than once every 12 months
5. The nursing facility must examine each resident no less than
once every three months , and as appropriate, revise the
residents assessment to assure the continued accuracy of
the assessmen t.
6 . The results of the assessments

are used to develop, review

and revise the residents comprehensive plan of care.
7 . The facility must coordinate assessments with any State
required preadmission screening program.
8 . Each assessment must be conducted or coordinated with th e
appropriate parti ci pation of health professionals a nd sig ned
by a registered nurse wh o certifies the compl etion of the
assessment .
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9. Each individual who completes a portion of the assessment
must sign and certify the accuracy of that portion of the
assessment.
10. The facility must develop a comprehensive care plan for each
resident that includes measurable objectives and timetables
to meet resident's need s .
11 . A co mprehensive care plan must b e :
a. Developed within seven days after completion of the
compre hen sive assessment
b. Prepared by an interdisciplinary team that includes the
attending physician, a registered nurse with responsibility
for the re sident and other appropriate staff as determined
by the re sident 's needs.
12. When the facili ty anticipates discharge, a re sident must
have a discharge summary that includes:
a . A recapitulation of the resident's stay
b. A final s ummar y of the resident's stat us at the time of
discharge
c . A post - discharge plan of care that is developed with the
participatio n of the resi dent

and/or family, which will

assist the resident to adjust to h is or her new living
environment

ACTIVITIES OF DAILY LIV ING
l. Based on the compre h ensive a ssess ment of a residen t , the
faci l i ty must e n s ure tha t a re s ident ' s abilit i es in activities

44.

of daily living do not diminish unless circumstances of the
individual ' s clinical condition demonstrate that diminution
was unavoidable . This includes the resident ' s ability to:
a. Bathe and dress
b. Transfer and ambulate
c. Toilet
d. Eat
e. Use speech, lang u age or other functional communication
systems
2 . The resident is given the appropriate treatment and services
to maintain or improve his or her abilities.
3. A resident who is unable to carry out activities of daily
living receives the necessary services to maintain good
nutrition , grooming and personal and oral hygiene .
a. To ensure that residents receive proper treatment and
assistive devices to maintain vision and hearing abilities
the facility must, if necessary

, assist th e resident:

1. In making appointments
2 . By arranging for transportation to and from the office
of a practitioner special izing in the treatment of
vision or hearing impairment
4. Bas ed on the comprehensive assessment of a re si dent, the
fac i l i t y mu st ensure that:
a. A resid e n t wh o e nt e rs the fa c ility without pres sure
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sores does not develop pressure sores unless the
individual's clinical condition demonstrates that they
were unavoidable
b. A resident having pressure sores receives necessary
treatment and services to promote healing, prevention
of infection and any new bed sores from developing
5 . Based on the resident's comprehensive assessment , the facility
must ensure that :
a . A resident who enters the facility without an indwelling
catheter is not catheterized unless the resident ' s clinical
condition demonstrates that catheterization wa s necessary
b . A resident who is incontinent of bladder receives
appropriate treatment and services to prevent urinary
tract infections and to restore as much normal bladde r
function as possible
6.

Based on the comprehensive assessment of a resident , the
facility must ensure that:
A resident who enters the facility without a limited range
of motion does not experience reduction in range of motion
unless the resident's cli nic al condition demonstrate s th a t
a reduction in range of motion was unavoidable

MENTAL AND PSYCHOSOCIAL FUNCTIONIN G.
1.

Ba sed on the c o mprehen s ive a ssess me nt of a resid e nt, t h e
f acility must ensure that:
a . A resident who d is plays me nt al o r ps y c ho social a djus tm e n t
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difficulty, receives app ropriate treatment and services
to correct the assessed problem.
b. A resident whos e assessment did not reveal a mental or
psychosocial adjustment difficulty does not di s play a
pattern of decreased withdrawn , angry or depressive
behaviors, unless the resident ' s clinical condition
demonstrates that such a pattern was unavoidable.

NUTRITION.
1.

Based on the com pr ehe nsive assessment of a resident the
facility must ensure that :
a. A re sident who has be en able to eat sufficient food by
themselves or with assistance is not fed by oaso-gastric
tube unless the resident' s clinical condition demonstrates
that use a naso-gastric tube was unavoidable
b. A re sident who is fed by a naso-gastric or a gastrostomy
tube r ecei ves

the appropriate treatment and services to

prevent aspiration , pneumonia, diarrhea, vom it ing,
dehydration, metabolic abnormalities and nasalpharyngeal ulcers and to restore, if possible, normal
feeding function.
2.

Based on a resident's compre hensive assessment, the facility
must ensure that a resident:
a . Maintains acceptable parameters of nutritional status,
s u ch as body weight and prot e in levels, unless the
resident ' s clinical condition demonstrates that thi s is
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not possible.
b. Receives a therapeutic diet when there is a nutritional
problem .
3 . The facility must provide each resident with sufficient
fluid intake to maintain proper hydration and health .

DRUGS.
1 . Each resident's drug regimen must be free from unnecessary
dr u gs.

An unnecessary drug is any drug when used :

a. In excessive dose
b. For excessive duration
c. Without adequate monitoring
d. Without adequate indications for its use
e. In the presence of adverse consequences which indicate
the dose should be reduced or discontinued
2 . Based on a comprehensive assessment of a resident, the
facility must ensure that:
a . Resident's who have no t used antipsychotic drugs are not
given these drugs unless antipsychotic drug therapy is
necessary to treat a specific condition as diagnosed and
documented in the clinical record, and:
a. Residents who use antipsychotic drugs receive gradual
dose reductions and behavioral interventions, unless
clinica l ly contraindicated, in an effort to discontinu e
these drug s .

NURSING SERVICES .
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1. The facility must have sufficient nursing staff to provide
nursing and related services to attain or maintain the
highest practical physical, mental and psychosocial
well-being of each resident, as determined by resident
assessments and i~dividual p l ans of care.
2 . The facility must provide services by having sufficient
numbers of each of the following types of personnel on a
24 hour basis to provide nursing care to all residents in
accordance with resident care plans :
a . Licensed nurse to serve as a charge nurse on each tour
of duty .
b . The facility must designate a registered nurse to serve
as the director of nursing on a full time basis.
c. The director of nursing may serve as a charge nurse
only when the facility has a average da ily occupancy
of 60 or fewer residents.
d . The faci lity must use the services of a registered nurs e
for at least eight consecutive hours a day, seven days
a week.

DIETARY SERVICES .
1 . The facility must provide each resident with a nourishing,
palatable, well-balanced diet t hat meets the daily
nutritional and specia l dietary needs of each resident.
2 . The facility must emp loy a qualified dietitian either
full-time, part-time or on a consultant basis.
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3. If a qualified dietitian is not employed full-time, the
facility mu st designate a person to serve as the director
of food ser vic e who receives frequent ly scheduled
co nsul tation from a qualified dietitian.
4 . The facility must employ sufficient support personnel
competent to car r y out the functions of the dietary service .
S . Menus must meet the nutritional needs of residents in
accordance with the recommended dietary allowances of the
Food a nd Nu trition Board of the National Research Council,
National Academy of Sciences .
6 . Menus Must:
a. Prepared in advance
b. Followed
7. Each resident receiv e s and the facility provides :

so.
facility must designate a person to serve as the director
of food service who receives frequently scheduled
consultation from a qualified dietitian.
4.

The facility must employ sufficient support personnel
competent to carry out the functions of the dietary service.

5.

Menus must meet the nutritional needs of residents in
accordance with the recommended dietary allowances of the
Food and Nutrition Board of the National Research Council,
National Academy of Sciences.

6.

Menus Must:
a. Prepared in advance
b. Followed

7.

Each resident receives and the faci lit y provides:
a. Food prepared by method s that conserve nutritive value,
flavor and appearance.
b . Food that is palatable, attractive and at the proper
temperature .
c. Food prepared in a form designed to meet individual needs.
d . Substitutes offered of similar nutritive value to
residents
who refuse food served.

8.

Th erapeu ti c diets must be prescribed by the attending
physician.

9.

Each resident receives and the facility provides at l eas t
these three meals daily, at regular times co mparabl e to
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normal mealtimes in the commu n ity.
10.

There mus t

be no more than 14 hours between a substantial

evening meal and breakfast the following day.
11.

The facility must offer snacks at bedtime daily .

12 .

The faci lit y must provide special eating equipment and
utensils for residents who need them.

13.

The facility must:
a. Procure food from sou rce s approved or co n sidered
satisfactory by Federal , State or local authorities.
b. Store, prepare, distribute and serve food under sanitary
conditions.
c . Dispose of garbage and refuse properly.

PHYSICIAN SERVICES .
1 . A physician must personally approve in writin g a
recommendation that an individual be admitted to a fa c ility.
Each resident must remain under the care o f a physician.
2 . The facility must ensure that:
a . The medical care of each resident is supervised by a
physician .
b. Another physician supervises the medical c are of residents
when their attending p hy sician is unavailable.
3 . Th e phy s ician must :
a. Review th e r es ident ' s total program of c ar e , in cl ud i n g
medic a t io ns and treatment s at each vi s it .
b. Writ e , sign a nd date progress not es at e a c h v isi t.
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c. Sign and date all orders.
4 . The resident must be seen by the physician at least once
every 30 days for the first 90 days after admission and
at least once every 60 days thereafter.
5. A physician visit is considered timely if it occurs not
later than 10 days after the date the visit was required.
6. At the option of the physician, required visits in SNFs
after the initial visit may alternate between personal
visits by the physician and visits by a physician assistant,
nurse practitioner , or clinical nurse specialist .
7. The facility must provide or arrange for the provision of
physician services 24 hours a day, in case of emergency.
8. At the option of the State, any required physician task
in a nursing facility may also be satisfied when performed
by a nurse practitioner, clinical nurse specialist or
physician assistant who is not an employee of the facility
but who is working in collaboration with a physician .

SPECIALIZED REHABILITATIVE SERVICES.
1 . If specialized rehabilitative services such as but not
limited to physical therapy, speech-language, pathology
occupational therapy and health rehabili t ativ e services
for mental illness and mental retardation, are required
i n the resident's comprehensive plan o f car e , the fa cilit y
must:
a . Provide the required s e rvices or obta i n t h e r e quir e d
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services from an outside resource from a provider of
specialized rehabilitative services.

DENTAL SERVICES.
1. The facility must assist residents in obtaining routine
and 24 hour emergency dental care .
2. The facility must provide or obtain from an outside resource ,
routine, and emergency dental services to meet the needs
of each resid ent.
3. The facility may c harge a Medicare resident an additional
amount for routine and emergency dental services .
4. The facility must, if nec ess ary, assist the resident:
a. In making appointments
b. Arranging for transportation to and from the dentist's
office
c . Promptly refer residents with lost or damaged dentures
to a dentist .

PHARMACY SERVICES
1. The facility must provide routine and emergency drugs and
biologicals to its residents or obtain them under agreement.
2. The facility must provide pharmaceutical services , including
procedures that assure the accurate count, acquiring,
receiving, dispensing and administering of all drugs and
biologicals, to meet the n eeds of the residents .
The facility must employ or obtain the services of a
licensed pharmacist who:
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a . Provides con s ult ation o n a ll aspect s of the provision
of pharmacy se rvi ces in t h e facility
b. Establis he s a system of records of receipt and di sposition
of all co ntroll e d dru gs in sufficient detail to ena ble
an accurate reconci li ation
c . Determ in es that drug r ecords are in order and t hat an
account of all controlled drugs is maintained a nd
peri od ica ll y reconciled.
4. The drug regimen of each resident must be reviewed by
a pharmacist monthly.
5 . The pharmacist mu st report a n y irreg ularities to t h e
attendi n g physician and th e director of nurses , a n d these
reports must be acted upon.
6. Drugs and biologicals used in the fa cility must be lab eled
in accorda n ce wit h current l y accepted professional pr inciples
7. In acc ordance with S ta te an d Federa l laws, t h e facility must
store all drugs and biolo gicals in locke d compartments.
8 . The fac i lity mu st provid e separately l ocked, permanently
affixed compartme nt s for storage of co ntroll e d drugs l isted
in Sched ul e II of the comprehensive Dru g Abu se Prevention
and Control Act of 1976 and othe r drugs s u bject to abuse .

INFECTION CONTROL
1. The faci l ity must estab lis h and mai ntain an infection control
program designed to provide a s afe, sanitary and co mfortable
env ironment and to help prevent the development and

transmission of disease and infection.
2 . The facility must establish an infection control program
und e r which it:
a. Investi gates controls and prevents infection in t h e
facility
b. Describes, what procedures, such a s isolation, s hould
be applied to an individua l

resident

c . Maintain s a record of incidents and corrective actions
related to infections
3 . When the infection co nt rol program determine s that a
re s ident ne eds isolation to prevent the s pread of
infection, the facility must isolate the resident.
4 . The fa c ility must prohibit employees with a communicable
disease or infected sk in lesions from dire ct co n tact wi t h
th e r esidents or th eir food .
5 . Th e fa c ility must require staff to wash their hands after
ea c h direc t

re side nt contact.

PHYSICAL ENVIRONMENT
1. Th e facility must be designed, constructed , equipped a nd
maintained to pr otect the h ealth and safety of reside nts,
personnel and the publi c .
2 . An emergency e l ec trical power system must s u pp ly power
a deq uate at least for lighting all e ntran ces and ex its,
equipment to maintain t h e fire d etect ion , alarm and
extinguishing sys t e ms , and life support systems in the
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event the normal electrical s upply is interrupted.
3 . The facility must provide sufficient space a nd equipment
in dining, h ea lth services, recreation and program areas
to enable staff to provide reside nt s with needed services
as required by these standards
4 . The facility shall maintain all essential mechanical,
electrical and patient care equipment in safe operating
co nd itio n.
5 . Reside nt ro oms must be designed and equipped for adequate
nursing care, comfort and privacy of residents .
6 . Bedrooms must :
a . Accomo nd ate no more than four residents per room
b . Meas u re at least 80 sq ua re feet in multiple bed rooms
per reside n t
c . Single bed rooms must measure at least 100 sq .

feet

d. Be d esigned and eq u ipped to provi d e privacy for each
reside nt
e. Have at least one window to the outside
7 . The facility must provide each resident with :
a . A separate bed of proper height and size for the resid ent
b . A cle a n, comfortable ma ttress
c . Bedding appropriate to the weather a nd climate
d. Functional furniture appropriate to the resident's need s
and indi vid ual closet space in the resident ' s room
e. Each reside nt room mu st be equipped with or located ne ar

57 .

a bath and shower room
8. The nurses' station must be equipped to receive resident
calls through a communication system from:
a . Resident rooms
b. Toilet and bathing facilities
9. The facility must provide one or more rooms desginated
for residen t

dining and activities

0 . The facility must provide a safe, functional sanitary and
comfortable environment for the resident s , staff and public
1 . The facility must have ad eq uate ventilation
2. The faci lity must equip corri dors with firmly attached
handrails
3 . The facility must maintain an effective pest co ntrol program
ADMINISTRATION
1. The facility must be admini stered in a ma nner that enables
i t to use its resources effectively and efficiently to att a in
or maintain the hi g h es t

practical physical and mental and

psychosocial well being of each resident.
2. The facility must operate and provide services in co mplian ce
with all Fe d era l, State and Local laws , r eg ula tions and codes
and with prof essional standards and priniciple s that are
acc eptab le a nd appl y to professionals providin g s er vices
in th e facility
3. The faci l ity mus t

ope r ate on a n o ndis c rimn atory

basis .

4 . The facility mu s t

h ave a go vernin g board that makes operat i n g
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policies and hires the administrator

s.

Th e administrator mu st b e lic e n se d by th e Sta t e

6. The a dmini s trator is resp o ns i ble for the management of
the facility

LABORATORY AND RADIOLOGY SERVICES
1. The facility must provid e or o btain c lini ca l

la boratory

ser vices to meet the needs of its residents. Th e fac ility
is respon si ble for the qu a lity and timeliness of the se rvi ces
2 . If t he facility d oes provide these ser vi ces in the faci li ty,
the facility must have an ag re e me n t

to obtain these services

3 . The facility must provid e o r order th ese se rvi ces only with
a physician ' s order.
a . The facility mu st notify the physician promptly of t h e
results

of t h e findings

b . The facility must assist the res ident with making
transportation arra n geme nt s to and f r om the so u rce of
ser vi ces
c. The facility must f i le in t h e resident ' s clinical record
the sig n ed physician's order and reports of all diagnostic
tests

CLINICAL RECORDS
1. Th e facility must maintain clinical record s on each resi den t
that are :
a . Complete
b . Accurat e l y documen ted
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c . Readily accessible
d. Systemati caa ly arranged
2. Medical records are to be retained for five years after th e
r esident is di sc har g ed

3 . Th e facility must safeguard rec ords agai nst lo ss , de st ruction
o r unauth or ized us e .

4. The facility must keep confidential, all information co ntained
in the resident's record, except wh e n release is requ ired
by:
a . Law
b . Third par ty payment cont ra ct
c . The resident
5 . The cli n ical record must co ntain:
a. S uff ic ient information t o identify the resident
b. A r ecor d of th e resident's assessment
c . The plan of care and services provided
d. Progress not es
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ADMISSIONS POLICY STATEMENT
THE PROCEDURAL PART OF THIS MANUAL HAS BEEN DERIVED FROM THE
STATE AND FEDERAL REGULATIONS TliAT MANDATE NURSING FACILITIES.
It is the policy of this fa cility to admit only those whose
medical and nursing care can be adequately provided.
PROCEDURE .
1 . The following categories of residents will be accepted to
the faci lit y, those individuals who are:
a. Ambulatory;
b. Bedridden;
c . Post-o perative;
d. Dia betics;
e . Diagnosed with cancer;
f . Incontinent;
g . Those requiring catheterization;
h. Tho se requiring tube feeding;
i . Diagnosed with neuromus clar disorders;
j. Demented;

k. Mentally retarded (mild);
1. Require d I . V. fluids (as permitted by state law); and
m. Drug/alcohol addiction (mild).
2.

Ot h er residents may be admitted if the faci lity can provide
the care prescribed by the resident's admitting or attending
physician .

3.

Th e accepta nce of resi de nts not listed in th ese categories
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wi ll be achieved only when authorized or approved by the
medical director, director of nursing services, and/or the
administrator.
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POLICY STATEMENT .
It is the policy of this facility to develop and maintain written
policies and proced ur es governing admissions to the facility.
PROCEDURE.
1.

The primary purpose of our admission polic ie s is t o establish
uniform guidelines for personnel to follow in admitting
residents to the facility.

2.

Our admission policies apply to all residents admitted to
the facility wit h out regard to race, color , creed, nationa l
origin, age, sex ,

religion, handicap, ancestry, marital,

veteran stat u s and/or payment so ur ce .
3.

The objectives of our admissions policies are to :
a . Provide uniform guide l ines in the admission of residents
to the facility;
b. Admit residents who can be adequately cared for by the
faci lity;
c . Reduce the fears and anxieties of the resident and family
during the admission process;
d. Review with the resident, and/or his/her representative
(sponsor), the facility ' s pol icies and procedures relating
to resident right s, resident care , fi n ancial obligations,
visiting hours, etc .; and
e. Assure that appropriate medical and financial re c ords
are provided to the facility prior to, or upon the
resident ' s admission .
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4.

It shall be the re sp onsibility of the administrator , through
the admissions department, to assure that the es tabli s hed
admission policies, as they may apply, are followed by th e
facility and resident.

5.

The governing board, through t h e administrator and the
Qua l ity Asse ssment and Assurance Committee , ha s adopted
the pol ic ie s outlined within this sec tio n as those that
be s t reflect the needs and operational requireme nts in th e
a dmis sion of residents t o the facility.

6.

Our admission poli c ies and procedures are rev ie wed for
revisio n s and / or reviews a nd maintained in the business
office .
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ADMISSIONS-COMMUNITY POLICY STATEMENT.
It is the policy of this facility to admit residents from the
community whose medical and nursing care needs can be adequately
met.
PROCEDURE .
1.

Residents may be admitted to the facility only upon the
written order of the resident's attending physician .

2.

Prior to, or at the time of admission, residents admitted
from the comm unit y must provide the fo llowing medical data
to the facility to assure that immediate care of th e resident
i s obtai ned:
a . Current medical findings;
b. Adm i t ting diagno s is and prognosis;
c. Physician ' s orders fo r

immediate ca re;

d . The admitting physician's certifica ti on that the resident
is free from communicable , infections, o r contagious
diseases ; a nd
e. Others as necessary or appropriat e .
3.

A physical examinatio n must be co mpleted within forty-eight
(48) hours of the resident's admission unless s uch

ex amination wa s com pleted not mor e than five (5) days prior
to the resident's admissio n .
4.

A copy of the ph ysical examination mus t

be pr ovid ed to the

faci lit y and filed in th e r esi dent' s admi ssio n rec or d .
5.

A summary o f the resident's pre v ious tr eat men t a nd
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rehabilitative potential (long-term and short- term) must
be provided to the facility within forty-eight (48) hours
of the resident's admission.
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ADMISSIONS - HEALTH CARE FACILITIES POLICY STATEMENT.
It is the policy of this facility to admit residents from other
facilities.
1. Residents may be admitted to the facility only upon the
written order of the resident's attending physician .
2. Residents admitted from a hospital or other healthcare
facility must furnish the following data to the facility
prior to or upon the resident's admission .
a . Physical examination (current within five (5) days);
b. Admitting diagnosis and prognosis ;
c . Chest x-ray or skin test;
d. Physician ' s order for immediate care and treatment;
e. Rehabilitation potential (long/short-term);
f . Current medical findings;
g . Transfer form (from transferring facility);
h. The admitting physician's certification that the resident
is f ree from communicable, infections, or contagious
diseases;
i. Resident assessment (MDS);
j. Developmentally disabled/mentally retarded pre sc reening

documentation; and
k. Others as necessary or appropriate .
3 . S hould the transferring facility fail to p rovi de the
necessary medical data upon admission,

the director of

nursin g se rvices, or his/her designee, sh all contact the

facility and request that such data be made available so
that nur si n g care can be implemented.
4. Should the transferring facility refuse to provide such
data, our emergency ad mi ss ion procedures sha ll be
implemented.
5 . Th e medical director and administrator must be promptly
notified of such circumstances.
6. Documentation of the incident must be recorded in the
re si dent's admission notes .

ADMISSION AGREEMENT POLICY STATEMENT .
It is the policy of this facility that all residents have on
file a signed and dated admission agreement.

PROCEDURE.
1. At the time of adm~ssion, the resident (or his/her
representative) must sign an Admission Agreement (contract)
that outlines the services covered by the basic per diem
rate, as well as any additional services by the resident
that are not covered by the basic per diem rate.
2. The Admission Agreement (contract) will reflect all charges
for covered and non-covered items, as well as identify the
parties that are responsible for the payment of such
services.
3. With respect to our admission agreement, our facility:
a. Shall not require individuals applying to reside (or
residing) in our facility to waive their rights to benefits
under Medicare/Medicaid
b . Shall not require oral or written assurances that such
residents or applicants are not entitled or eligible for
such benefits
c . Shall not require oral or written assurances that such
residents or applicants will not apply for such benefits
d . S hall n o t

requ i re that th e sponsor or legal guardian

guarantee payment a s a condition of admission, or to
exped i t e the admission
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e. In the case of a resident or applicant who is entitled
to Medicare/Medicaid benefits for nursing care, charge,
solicit, accept, or receive, in addition to any amount
otherwise required to be paid under Medicare/Medicaid
programs, any gift, money, donations or other consideration
as a precondition of admitting the applicant to the
facility .
4 . Bona-fide contributions may be accepted and solicited by
the facility from a charitable, religious or philanthropic
orga n iza tion or from a person not related to the facility,
but only to the extent that such a contribution is not a
condition of admission or continued stay in the facility
5. A copy of the admission agreement will be provided to th e
resident or his/her representative .
6. Residents will be informed of any change in t he cost or
availability of services at l east 15 days prior to such
changes .
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ADMISSIONS-EMERGENCY

POLICY STATEMENT
It is the policy of this facility to permit emergency admission s
should such measures be necessary to meet the immediate medical
a nd nursing needs of the residen t .

PROCEDURE
1 . The medical director may permit eme rg ency admi ss ions if and
wh e n he/she deems it necessary for th e well-being of t he
resident.
2. Residents who are admitted under e merg ency co ndition s must
provide the facility with physician's orders for his/her
immediate ca r e and treatment.
3 . Should medical ord ers be un obtainab le on admission, the
medical director or emergency care physician may issue
temporary orders until the resident's attending physician
can be rea ched .
4. All required medical data must be f urni s hed to the facility
within 48 hours of the re si dent' s admission.
5. Failure of a resident or his/her representative to provide
required medical data may be grounds for immediate discha~ge.
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ADMISSION NOTES

POLICY STATEMENT
It is the policy of this facility to record certain data upon
a resident's admission to the facility.

PROCEDURE
1. When a resident is admitted to the nursing unit, the charge
nurse must record the following data in the nur ses '

notes:

a . The date and time of the resident's admission
b . The resident's age, sex , race and mar ita l status
c . The name of the person accompanying the resident and hi s/
her relationship to the resident
d. From where th e re s iden t wa s admitted
e . Reason for the admission
f . Current vital signs and the co ndition of the res id e nt
upon admission
g . The time the att e nding physician was notified of th e
admission
b. The time th e phy s ician order s were re ceived and verif i ed
i. Description of any lab work completed
j .

Acute co ndit i on s

k. The presence of a cat h eter or dressings,etc.
1. The time the dietary department wa s not if ied of the diet
order

72 .

m. The time medications were ordered from the pharmacy
n. Body audit:birth marks ostomy site , site and size of
scars , rashes, bruises, pressure sores , lesions,
ge n e ral c leanliness of overall body, hair, nails, etc.
o . A brief description of any d isa bility
p . Any k n own allergies
q. Th e weight and height
2 . The nurses ' s original admission note must remain in the chart
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ADMISSION, TRANSFER, AND DISCHARGE REGISTER

POLICY STATEMENT
It is the policy of this facility to maintain an Admission,
Transfer and Discharge r~gister

PROCEDURE

1 . Our facility maintains an Admission, Transfer and Discharge
Register so that an accurate record of admissions, transfers
and discharges can b e ma i ntained .
2. Our admission, Transf e r and Dischar ge Record contains t he
fol lowin g data:
a. The resident ' s med ical record ide ntifi ca tion number
b. The date of admission and room assignment
C •

The re side nt ' s f ul l

name

d . The age a nd sex of the resi dent
e . The resident's classification
f. The resident's dia g nosis
g . T he name of th e

re sid e nt' s att en din g physician

h. F ro m wher e the resident was admitted
i . The d at e t he resident was discharged or transferred
j . The reason for the di scharge or transfer

k . To whe re the resident was d ischarged , transferred

1 . The length of the resident's stay
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ADVANCE DIRECTIVES

POLICY STATEMENT
It is the policy of this facility to ensure that a resident' s
choice abo ut advance directives be respected .

PROCEDURE
1 . Prior to, or upon admission, the care plan team will ask
residents and/or their family members, about the existence
of any advance dire ctive.
2 . Should the resident indicate that be or she has iss ued advance
directi ves about his or her care and treatme nt, the facility
will require that copies of such directives be included in
the medical record .
3. The facility has defined advance directives as preferenc es
regarding treatment options and include, but are not
limited t o:
a. Living Will-a document that specifies a resident's
preferences about measures that are used to prolong life
when there is a terminal prognosis
b . Do Not Resuscitate-Indicates that , in case of respiratory
o r cardia c failure,

the resident, legal guard i an,

health c are proxy have dire c ted that no cardiopulmonary
r e suscitation or other li f e-saving me thods are t o be
u se d
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c . Do Not Hospitalize-Indicates that the resident is not
to be hospitalized, even if he she has a medical
condition that would usually require hospitalization
d. Organ Donation-Indicates that the resident wishes his
or her organs to be available for transplantation upon
his or her death
e . Autopsy Request-Indicates that the resident, legal
guardian, healthcare proxy or representative requested
that an autopsy be performed upon the death of the resident
f. Feeding Restriction-Indicates that the resident, le ga l
representative or health ca re proxy does not wish the
re side nt to be fed by artificial mean s if he or she is
un able to eat

by oral means

g . Medication Restrictions-Indicates that the resident, legal
guar dian, healthcare proxy or l egal representative does
no t not wish the resident to re ce ive life-sustaining drugs
h. Other Treatment Restrictions-Indicates that the resident,
lega l

guardian or h ea lthcare proxy does n ot wish for the

reside nt to receive certain medical treatments
4. I f

the h ealt hc are directive was developed in anot he r state,

the resident must h ave such documents reviewed and revised
by legal counsel in this state before the facility may accept
such directives .
5. The nurse responsible for the care plan will review
directive with the resident, respon sible family member

the
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or healthcare proxy annually.
6 . Change s or revocations must be s ubmitt ed to the f ac il ity
in writing.
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RELEASE OF INFORMATION

POLICY STATEMENT
It is t h e policy of this facility to mai nt ain the confidentiality
of the resident's personal and clinical records.

PROCEDURE
1. Release of resident's information will be governed by the
principle that the facility ' s first concern is for the
protection of the rights of the resident.
2 , Each resident is assured confidential treatment of his or
her personal medical records and may approve or refuse their
release to any individual outside the facility, except in
case of transfer to another healthcare facility, or as
required by law .
3 . Access to the resident's medi ca l

records is limited to the

staff and the consultants providing service to the resident.
4 . Residents' records, whether medical, financial or social
in nature, are safeguarded to protect the confidentiality
of the resident .
5. Residents may initiate a request to release such informa ti on
to anyone they wish . Such requests will be honored on ly upon
the receipt of a written, signed and dated request .
6. At least 24 hou rs advance notice must be given to the facility
when photocopies of the resident's recor d s or a vi sua l
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review of the r ecords are requested.
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RESI DENT ORIENTATION
Policy Stateme n t
It is the policy of t h is facility to orient res i dents , and/or
thei r rep r esentatives to t h e operationa l st ru c tu re of our
facility .

PROCEDURE
1 . Prior to , or upo n admission , t h e reside n t, or h is or her
representati v e will be provided with an orientatio n of o u r
facility and its policies . Suc h orientation includes:
a. The reside n t ' s rig h ts and tr u st f u nd
b . Th e residen t' s assessme n t

and care plan

c . The resident's responsibilities to the facility
d . Th e financia l agreement
e. Facility smoking reg u lation
f. Resident care policies
g. Physic i a n se r vices
h . Ac tivi t y and social services programs
i . Tour of the facility
j. others as necessary or approp r ia te

2 . Writ te n records of s u ch orientation are maintained and a
copy is f i l ed in the resid e nt ' s medical record .
3 . S hould the resi dent be me di ca lly inc apable of under sta ndin g
his/or her ri g hts, the re si d ent ' s s pon so r will be required
to

signe d the ori e ntation process .
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4 . Inquiries concerning the resident's orientation program should
be referred to the director of nursing .
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RESIDENT RIGHTS

POLICY STATEMENT
It is the policy of this facility to promote and protect the
rights of residents residing in our facility.

PROCEDURE
1. Residents are en t itled to exercise their personal and legal
rights and privileges to the fullest extent possible .
2. Our facility will make every effort to assist the resident
in exercising his/her rights and to assure t hat the resident
is a lways treated with respect, dignity and kindness .
3 . Copies of our facility's residents' rig h ts are posted on
the bulletin and a copy is provided to the resident and/or
his or her representative.
4 . An oral review of s u ch rights is provided to assist the
re si dent and his/her repr e sentative to understand our
established rights and governing regulations.
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QUALITY ASSURANCE AND ASSESSMENT PLAN
POLICY STATEMENT
It is th e policy of this faci lity to develop, implement and
ma inta in a n ongoing program designed to monitor and evaluate
the quality of resident, pursue methods to improve qual ity care ,
and to resolve identified problems .

PURPOSE
1. To provide a means whereby negative outcomes relative to
reside nt care and safety can be identified and resolved
through an interdisciplinary approach and an effective system
of services and positive care measures rendered can be
reinforced and expanded to improve care .
2 . To establish and prov ide a system whereby a specific
process, and the documentation relative to it, is ma i nta ined
to suppo rt evidence of an ongoing Quality Assessment and
Assurance Plan, encompassing all aspects of resident care
including safety, infection a nd quality control and quality
of life.
3. To develop monitoring tools that provide an effective
mechanism to assure that each resident receives th e necessary
care and services to attain or maintain his or her highe st
leve l of functio n i ng and mental and physical well-being .
4. To assist d epartments, a nd ancillary services that provid e
direct or i ndire ct car e to r esi d e nt s to delineate lines of

83 .

authority, responsibility and accountability so that open
lines of communication and negative outcome resolutions
may be achieved for optimum resident care on a continuous
basis.
S . To develop plans of correction and evaluate corrective actions
taken to obtain the desired results .
6 . To provide a centralized, coordinated approach to quality
assessment and assurance activities so as to bring about
a comprehensive program of quality assessment and assuranc e
to meet the needs of the facility.

DIRECTOR OF NURSING RESPONSIBILITIES FOR QUALITY ASSURAN CE AND
ASSESSMENT
1. Developing

maintaining and periodically updating writt en

policies and procedures that govern the day-to-day functions
of the nursing department.
2 . Developing, maintaining and periodically updating the nursing
services with other resident services to ensure the co ntinui ty
of the residents' car e .
3. Developing and maintaining the nursing proc edu re and policy
ma nu al .
4. Developing job descriptions for ·each level of nur si n g
personnel.
5 . De velo pi ng, maintai ning and implement i n g an ongoing Quality
As sessme nt and Assurance P rogram for the nur sing department .
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6. Developing and implementing an active and on-going in-service
program for the nursing department.

DIETARY SERVICES DUTIES ANn RESPONSIBILITIES FOR QUALITY
ASSURANCE AND ASSESSMENT
1. Developing and maintaining written dietary policies and
procedures .
2 . Developing and maintaining written job descriptions and
performance evaluations for each level of dietary personnel.
3 . Performing administrative duties such as co mpleting necessary
forms, reports, evaluations, etc. to assure control of

equipment and controls .
4 . Inspecting food storage rooms, utility closets, etc. for
upkeep and supply control .
5 . Assisting the infection control coordinator in identifying
evaluating, and classifying routine and job related
dietary functions to ensure that Universal Precautions
tasks are correctly identif ied .
6. Assisting the Quality As sessment and Assurance Committee
in d eve loping and impl ement in g appropriate plan s of action
to deficiencies as identified.
7. Visiting residents periodica ll y to determine likes and
dis lik es of food.
8. Reviewing therapeutic and re g ula r diet plans and menu s to
ensu r e th at they are in compliance with th e physic ia n' s order .
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SOCIAL SERVICES DUTIES AND RESPONSIBILITIES FOR QUALI TY ASSURANCE
AND ASSESSMENT
1 • Developing and implementing policies a n d procedures for the
identification of medically r elated social and emotional
needs of the resident .
2 . Interviewing residents and family members in a private
setting.

3 . Referring resident/family members to appropriate social
services agencies when the facility does not provide the
services or needs of the resident .

4 . Providing consultatio n to members of our staff, community

agencies, etc. in efforts to solve the needs and problems
of the resident through the development of social services
programs .
S. Assisting the Quality Assessment and Assurance Committee
in developing and inplementing appropriate plans of action
to c orrect identified deficiencies.

ACTIVITY SERVICES DUTIES AND RESPONSIBILITIES FOR QUALITY
ASS URANCE AND ASS ESSMENT
1 . Pr o v i ding an on - going progr a m of activiti e s de s igned to mee t,
in acc ord a nce with the comprehensive assessm e nt, the
interests, a nd the phy s ic a l, me nt al a nd phy soc ial well-bein g
of e a c h res id e nt.
2 . Maki n g ava ilable e mp o we rm e n t ac tivitie s

t ha t

pro mote i n c re ased
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self- respect by providing opportu nities for self-expression,
personal responsibility and choice.
3. Making available maintenance activities that provide a
schedule of events that promote physical, cognitive, social
and emotional health .
4. Making available supportive activities that provide solace

or stimulation to residents who cannot generally
benefit from either maintenance or empowerment
activities.
5. Maintaining an activities program that reflects those

activities desired by the resident.

6. Participating in community planning related to the
interests of the facility and the services and needs of the
resident and family .
7. Performing administrative requirements , such as completing

necessary forms, reports, etc. and submitting as required.
8. Assisting the Quality Assessment and Assurance Program
in developing and implementing appropriate plans of action
to correct identified deficiencies.

9. Dev e loping and implementing an on-going orientation pro g ram.

SAFETY RESPONSIBILITIES OF THE QUALITY ASSESSMENT AND ASSURAN CE
PROGRAM
1 . Re view i ng e mployee accident a nd in c ident r e port s to id e n tif y
healt h a nd sa f et y ha z ard s .

87 .

2. Reviewing resident accident and incident reports to identify
health and safety hazards.

3 . Promoting a safe and sanitary environment.
4. Reviewing handicap accessibility.
5. Summar~zing the monthly accident and incident reports.
6. Demonstrating knowledge of trends, problems and recommended
solutions to minimize accidents and safety hazards in the
environment.
7 . The medical director reviewing, dating and signing incident
reports and making recommendations as needed.
8 . Assuring that fire drills are conducted and properly
documented in accordance with curre nt regulations.
9. Assuring that the water t emperatures are checked and ad justed
as necessary for resident comfort and safety.

lO . Assuring
·
·
·
.
tha t a preventative
maintena
nce sc h e d u 1 e is
maintained to keep the facility operating in an optimal
manner .
11

. Reviewing facility pra ctices to ensure that acceptable
standards of practice are maintained.

ENVIRONMENTAL SERVICES DUTIES AND RESPONSIBILITIES FOR QUARTERLY
ASSURANCE AND ASSESSMENT
1. Assisting the e nv ironmental se rvices staff i n the d evelopment
and use of departme ntal policies , pro ce du re , eq u ipment,
supplies , etc .
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2. Performing administrative duties such as completing forms,
reports, evaluations, studies etc. to assure control of
equipment and supplies.
3. Reviewing the department's policies, procedure manuals,
job descriptions, etc. at least annually for revisions
and re commendations .
4. Inspe cting storage rooms, work areas, utility closets, etc.
for upkeep and s upply c ontrol.
S. Establishing a preventative maintenance pro g ram.

STAFF DEVELOPMENT JOB DUTIES AND RESPONSIBILITIES FOR QUARTERLY
ASS URANCE AND ASSESSMENT
1. Developing, evaluating and controlling the q uality of inservice ed ucatio nal programs in accordance with established
policies and procedures.
2. Makin g written and oral r eports to the Q.A.A. program.
3. Assisting with standardizing the methods in which will be
accomplished.
4. Assisting the Q.A.A. coordinator in dev e loping and
implementing a Quality Assur ance and Assessm e nt Program
for in se rvice t raining.
5. Developing, directing and scheduling r efres her tr ai ning,
as ne ces sary, for assigned staff and p~ofessional personnel.
6 . Developing a nd mainta ining an orientati on for n e w empl o yees .
7. Impl eme ntin g recommendations from the Quality Assess ment
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and Assurance Committee as they relate to the educational
needs of the facility.
8 . Assuring that annual in- service training programs are
conducted for:
a. Prevention and control of infection '
b. Fire safety
c . Confidentiality of resident information
d . Preservation of dignity, including resident privacy
e . Personal and property rights
f . Disaster preparedness
g. Universal Precautions to include CDC OSHA Guidelines

h . OSHA guidelines for chemical use, including MSDS

INFECTION CONTROL FOR QUARTERLY ASSURANCE AND ASSESSMENT
1. Developing written policies and procedures for the pr e venti o n
and control of infectious or communicable diseases within
the facility.
2. Assisting in the development of the content and scope of
t he employee health program and disseminating cur r ent
information on hea\th practices to all employ e e s .
3 . Developing written policie s and proc e dures f o r t echniques
-

a nd s ystems f or iden ti fyin g i n fec tio n s within the facilit y .

4 . No t ifying ap pro priate go ver nm e n t age n c ies o f co nt agio us or
infe c tious dise a ses .
5 . Re vi e win g f oo d h a nd ling p r ocedures , la undr y pr a ctices , waste
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disposal, pest control , traffi c control, visiting rules for
high risk areas and sources of air-borne i n fec tion s .
6. Evaluating each task performed within the facility to
determine its risk exposure potential to blood and/or
bod y fluids.

7.

Developing written policies and proc edu re s for the care of
residents wh o have contagious , infectious or communicable
di seases.

8 . Monitoring the health status of all e mp loyees, e n s urin g that
a ll personnel has appropriate skin t ests , chest x-rays,
physicals, etc . prior and during e mpl oy me n t .

9. Ensuring that employees with contagious diseases are not
assigned resident care services .
lO. E nsur i· n g tha t t h e f aci·1 it y 1s
.
.
maintain
e d in a sa n itary

manner.
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Ensuring that infection control orientation and in - se rvi c e
trainin g programs are provided to e mp loyees on a ti mely
basis .

1 2 . Making c h anges in isolatio n te c hn iq u es as ne eded .
13

Reviewing all writt e n policies and procedures for infection
co ntrol at least annually for necessary cha n ges .

14 . Mon itorin g all f indings f rom any resident care quality
assessment act ivit ies that r elate to i n fectio n co n t rol.
15 . Eva luatin g the di s posa l systems for all l i q u id a nd solid
wa s te .
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RESTRAINTS

POLICY STATEMENT
It is the policy of this facility to provide the least
restrictive environment possible. Restraints are used only as ·
a last resort and on ly upon the consent of the resident and
a written order from the physician.

Under no circumstances

will convenience of staff be an acceptable basis for use of
restraints.

PROCEDURE

1. Drugs such as tranquilizers will not be used to limit or
control resident behavior for the convenience of the staff.
2. Physical restraints such as belts, wrist or ankle cuffs and
geri chairs will be used only upon the authorization of a
physician . Physical restraints will not be used for th e
convenience of staff.
3. Our written policies and procedures governing th e use of
restraints specify which staff me mber may authoriz e th e use
of restraints and clea rly delineate the fol l owing:
a . Orders indicate the specific rea s on, typ e and period o f
time for t he u se o f

t h e re s t rai nt s

b. The ir use is tempo rary and the r es ident wil l

no t

be

r est rain e d for an i nd ef ini te amount of time
c . Orders for restrai n ts wil l

n ot be enforce d for longer
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than twelve hours, unless the resident's condition
requires continued treatment
d. A resident placed in a restraint will be checked at
least every 30 minutes and released from the restraint
every two hours for exercise and and repositioning
e. Their use is not employed as a form of punishment
4. There shall be no prn orders for restraints .
5.

Physi c al restraints shall be applied in such a manner that
they can be easily removed in the case of a fire or other
emerge ncy.

6 . The resident ' s care plan sha ll indicate the type, and reason

for the restraint.
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PHYSICAL RESTRAINTS

POLICY STATEMENT
It is the policy of this facility that restraints be use only
for the

safety and well-being of the r eside n t(s) and only after

other alternatives have been tried unsuccessfully.

In all

instances their use is temporary only.

PROCEDURE
1.

2.

Restraints shall be used only with a physician's order.
Restraints shall be only of the soft type, with absolutely
no locking restraints.

3 . Restraint orders shall include:
a. The specific type
b.

Reason for the restraint
Length of time the restraint is to be used
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4 . Residents who are restrained s hall b e monitored e v e ry 30
minut es and released for exercise and r epositio nin g
e very two hour s .
5 . The need f or restraints shall be re -evalu ated at least
quarter ly to det er mine their conti nu e d need .

94.

CHEMICAL RESTRAINTS

POLICY STATEMENT
It is the policy of this facility that chemicai restraints be
used only after alternative methods have been unsuccessfully
tried and only after informed consent has been obtained from
the resident 1 s representative and attending physician.

PROCEDURE
1. A chemical re straint is defined as a psychotropic or
behavior modifying drug used to prevent a resident from
exhibiting an identifiable maladaptative behavior.
2 . Chemical restraints will not be used to limit or control
resident behavior for the convenience of the staff .
3 . In the case of evacuation, residents under the influence
of chemical restraints will be placed in first priority
of evacua tion.

4.

Antipsychotic drug therapy will b e used only to treat
a specific condition which inc lud es:
a . Schizophrenia
b. S c hizo-affective disorder
c . De lu si on a l disord e r
d. Ps ychotic mood dis or d e r s
e . Acut e p s yc hotic disord e rs
f . Brie f re acti ve ps yc h osis
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g. Atypical psychosis
h . Tourette ' s disorder
i. Huntington' s disease
j. Organic mental syndromes, including dementia, with

associated psy chotic and /or agitated features as
defined by:
1. Specific behaviors, such as biting, kicking and
scratching which are documented by the facility
and cause the resident to:
a. Present a danger to themselves
b. Present a danger to others
c. Actually i nterfere with the ability to provide
care
2. Continuous

crying out, yelling or pacing, if these

behaviors cause an impairment in functional capacity ,
an d if they are documented by the facility

3 . Antipsychotic drugs should not be used if one or more of
the following is/are the only indication:
a . Wandering
b. Poor se l f car e
c . Restlessness
d. Impaired memory

e . Anx iety
f.

Depres s ion

g . In so mn ia
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h. Unsociability
i. Indiffer e nce to surroundings

j. Fidgeting

k . Nervousness
1. Uncooperativeness
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RESIDENT ASSESSMENTS

POLICY STATEMENT
It is the policy of this facility to develop and maintain an
accurate, comprehensive assessment of the resident's needs which
describes the resident's capability to perform daily l ife
functions and significant impairments in functional capacity.

PROCEDURE
l. Preliminary Assessments
a. Within 48 hours of the resident's admission, a preliminary
assessment will be made so that the fa c ility will know
what care and services are necessary to meet th e immediate
needs of the resident.
b. The preliminary assessment of the resident will be based
on a me dical evaluation complete d at th e time of admission
a n d includes:

1. Current medical finding
2. Diagnosi s
3. Rehabilitation po t ential

4 . Summary of prior treatme n t
5 . Orders o f imme di ate care of th e r es id e n t
c . The prelimin a ry ass essment i s u s ed t o d e v e l op a ca r e
plan t o a ss ure that the immedia te n ee d s of t he r es iden t
a r e met .
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2. Comprehensive Assessments
a. Within 14 days of the resident's admission to the facility,
a co mprehen sive assessment of the resident's n eeds will
be made. This assessment inc lud es:
1. Medically defined condition and

prior medical h istory

2 . Medical status measurement, including functiona l and
me nt al capabilities
3. Sensory and physical impairme nt s
4. Nutritional status and requirements
5 . Special treatmen t or proce dures
6. Pbychosocia l status

7. Discharge potential
8. Dental condition
9. Activity potential and interests
10. Rehabilitation potential
11. Cognitive status
12. Drug therapy
b. Short- term and lon g t e rm goals and timetab le s to meet
th e need s of th e res id e n t ar e e s tablished from th e
comprehensive as sess me nt.
c . Compreh e n s ive asses s ments are reevaluated, and if
n e cessary , upd ate d e very t h ree mo n t h s afte r the
f ir s t c ompr e h e n s iv e assessme nt .
d. The resi dent a nd hi s or her f amil y will b e an
i n tegral par t of t he comprehensi ve assess ment .

l
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RESTORATIVE SERVICES

POLICY STATEMENT
It is the pol icy of this facility that rehabilitative nursing
ca r e b e provided for e a ch resident admitted .

PROCEDURE
1 . General rehabilitative nursing care i s that which d oes not
requir e th e u s e of a qualified profess i on al t h era pi st to
render s uch care .
2.

Nur si n g personnel of the facility are t r ai n ed in

rehab il i t ative nursing c ar e , and our f a c ility has an act i ve
program of rehabilitative nur s in g care wh ic h is developed
and coordinated through the resident ' s p l an of care .
3 . Th e facility ' s rehabilitative nursing care program is de sig n e d
to assist each resident to achieve and maint ai n a n optima l
le vel o f self care a nd independence.
4 . Rehabi l itative nur sing care is perform e d daily for those
residents wh o req uir e suc h service. S u ch a program includes:
a . Maintaining good body align me nt a nd p roper positioni n g
b. Encoura gi n g and assisting bed resid ents to cha n ge positio n s
at leasL every two h o ur s t o st i mulate circ ul ation and
prevent decubitfis ulcers, contractures and deformities .
c. Making every effort to ke ep residents active and o ut o(
b e d for reasonable periods of time, excepL when co ntrary

100 .

indicated by physician's orders, and encouragin g residents
to achieve independence in activities of daily livi ng
by teachin g self-car~ and a mbulation activities
d. Assisting residents to carry out prescribed therapy
exercises between visits of the t herapist
e . As sisting residents to adjust to their disabiliti es , to
u se their prosthetic de vi ces , a nd to r e direct their
inte rest s, if ne cessa ry
f . Ass i s tin g resid e nt s with routin e rang e of motion
exer c ise s
g. Bowe l and bladder tr ai n ing
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REQUEST FOR THERAPY SERVICES

POLICY STATEMENT
It is the policy of this facility that therapy services be
ordered by the resident ' s attending physi c ian .

PROCEDURE
1 . A physician's order must b e obtained prior to requesting
th erapy services.
2 . Once an order is obtained, the d ir ector of nursing ser v ices
shall forwa rd a request t o the t h era pist .
3. Requests f o r therapy ser vi ces mu st in c lud e at least:
a . The resident ' s name a nd room number
b . Age a nd sex of t h e resident
c. Type of therapy ordered
d. Diagnosis or co mpl aint
e . Objectives of t he t reatment

f. Physician ' s recommendation
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SCHEDULING THERAPY SERVICES
POLICY STATEMENT
I t is the po l icy of this facility that therapy services be
schedu l ed in accordance with the resident's treatme nt plan.

PROCEDURE
1.

The therapist shall in ter view the resident and co nsult
with the attending physician as to type of tr ea tmen t

to

be administer ed .

2.

Th e rapy is sc heduled in coordination with nur si ng services
and is t o be documented in the resident's medical records .

3 . A listing of residents r ecei v ing therapy is posted at
each nurse s ' station. Th e l isti ng co ntains:
a . The nam e of th e r esiden t
b. Th e room number of th e re side nt
c . Th e ty pe of th e r a p y ordered
d. Th e time t herap y is sc h e dul e d
e. Wh ere th erapy is scheduled

f. The n a me of the attending physician
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SPECIALIZED REHABILITATIVE SERVICES

POLICY STATEMENT
It is the policy of this facility to provide or obtain
rehabilitative services for every resident in this facility.

PROCEDURE
1. In addition to rehabilitative nursin g ca re, t he facility
provides spec ialize d rehabilitative services by qu a lified
professional per so nnel .
2 . Specialized rehabilitative services include the following:

a. Phys ical therapy
b. Speec h pathology/audiology
c. Occupational/activity therapy
d. Activity therapy
3. Rehabilitative services are provided only with physician
au t horiza tio n

CHAPTER 4
RESULTS

In the author's view, the overall feedback which was
received on the culminating project, Policy and Procedure
Manual for Long Term Care Facilities was definitely positive
After reading the manual, the majority of those interviewed,
like many of us the long term care industry, indicated they
are confused and uneasy about where the many changes facing
the health care industry will lead us.
Most of these individuals wonder if the impact on nursin g
facilities would be so severe that long term care facilities
would eventually be a thing of the past.
On the brighter side, all were in agreement that the
new regulations governing long term care facilities would be
an incentive for nursing facilities to operate in a manner that
enhances the patient's quality of life.
The resident's rights should help to reinforce to
perspec t i ve patients that maintenance of individual dignity
and warmth and a homelike en vironment that is as wa rm and
homelike a s ca n be.
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Six individ u a l s , health care providers in the long term
care field were interviewed. Their comments are as follows :
K.S . has been a n ad ministrator for the last five years
in a 220 bed skilled facility commented.
During the last five years Medicare ha s undergone ma~y
changes .

Each time the government begins to look at the bud get,

speculation runs wild.

Owners and operators of the nursing

facilities panic in the beginning only to see that, in the end,
that while some changes did tak e place, they did not have as
dramati c an impa ct as first thou g ht.

I am taking a wait and

see attitude while putting some precautio nar y measures in place.
Looking at the new re g ulations goi n g into effect , my
facility s hould have little concern.

We try to run our facility

accor d i n g to the ne eds of our r esident s as they would like to
be treated.

If they would not like it, chances are the patients

will not like it either .

It works for u s.
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E . R. has been the director of nursing in a 268 bed facility
for the last three years.

Prior to that she worked as a charge

nurse in a 400+ bed facility for twelve years.

She gave two

different viewpoints, one as a member of the admi n istrative
team and the other as a member of the direct c~re staff .
Prior to becoming a director of nu rsing I had little concern
fo r the bottom line.

As a staff member my only concern was

that administration must give me what I need to do my job with
no t hought of cost .

Now, being in administrations, I have begun

to understand the importance of balancing quality patient care
with being cost effective .
With the cha n ges that may take place in the foreseeable
future, I often wonder if my facility will be able to maintain
that competitive edge .

With 99 percent - of the patients in this

facility bein g Medicaid, I am already comparison shopping, u sing
more than one vendor and tightening the availability of overtime
all th e while maintaining quality care to the resident s ,

It

certainly has not been easy and the battle is not over ye t .

1
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A.D. has been a licensed nur sing home administrator and
one of the owners of four nursing facilities, two in South St.
Loui s and two in West County.

She offered these comme n ts .

When my husband and I first got into this business, it
was relatively easy to mak~ money on the Medicare patients.
But each year we have seen changes in Medicare.

Covered and

number of Medicare days have decreased while the paper work
required for reimbursement has increased.
I do feel that many of the changes that directly affect
the patients are good, but there are some that are
cou nt er-productive and actually decrease the amount of time
the professional staff provides care to the patient but
increases the amount of paperwork, some of which is redundant.
If a patient is clean, well cared for, happy, and active in
his surroundings surely we must be doing something right.
With three out of four homes being predomi n ate l y Medicaid,
we are concerned with what impact the changes will have.
far we have survived the c h anges in the past, hopefully we
will weather this new storm that is brewing.

So
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R.P. and D.P. are the owners and operators of a 168 bed
skilled facility that also has 13 residential care beds.
They have operated the facility for 21 years and now include
their two children as part of the administrative staff.
These are their comments:
The changes that are inevitable to long term care facilities
are so frightening -that retirement is looking more and more
appealing.

If this facility does not pull through these changes,

our live s and the lives of our children will be devastated.
We are al l

for qu a lity care and treating t h e residen ts

in a dignified manner.

But now it a pp ears there is a likelihood

the same hospitals that turned their backs on the Medicaid
patient in the p ast are now taking a second look and sayi ng
we can make money off of these patients; they are n ot returning
t he se patients but are putting them in their own l ong term ca r e
facili t y.

It is quite sad that the government appears to be

s anctioning this and even appears to be pushing t he n on -hosp ital
af f iliated lon g term ca re facility o ut the back door by giving
u s suc h low r eimbursement rate s mak i n g it impossi ble for u s
to c o mpe t e with the hospitals .
All we can d o is c r oss our fingers and wait and see wh at
happ e ns .

In the meantime, we will began to p rep a re for t h e

upcomin g i nsp e ctions .

We a r e definitely l ooki n g at the

resident s ' r ig ht s iss ues t hat are being focused o n.

We will

begin b y e duc a t i n g our staff on th e ri g ht s o f th e r es id e nts
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but we will go further and have several of our more alert
patients talk to staff to give their input on what it is like
to live in this facility.

They will tell us what they like

and what they would like to change. In essence we will encourage
our resident council group to b~ more active and verbal about
their concer n s.

If we keep o ur residents happy, we will most

likely keep our survey team happy and stay in compliance with
the state and federal regulations.
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A.B. is the medical director of three long term care
facilities.

Dr . B. has been i n volved in nursing facilities

for eight years and offers the following comments :
I have spoken with the operators of the three facilities
in which I ~m involved.

All three speak of the uncertainty

of the health care field, especially for long term ca r e
facilities .
From my perspective I see the regulations intensifying
while the reimbursement rate is being seen in the traditiona l
long term care setting.

I must be very careful and very creative

when billing Medicare and Medicaid. A claim can be denied easily
if not billed under the correct code; these seem to change every
two years or so .
I feel that some facilities try harder than others to
provide their patients with quality care.

There are those owners

and operators who are only interested in the profits to be mad e ,
thes e are the facilities that will not do well in the survey
process under the new regulations.
Those facilities willing to work very hard to find the
most compe titive vendors and who wat c h their pennies will
probably survive the "new e ra of th e h ea lth ca re system.''
Physicians are becoming more aware of the needs of l o n g
term car e facilities and a r e not as re luctant to get i nv olved
as th e y hav e b ee n in the past .

With the e ld e r ly pop u lation

l iving lon ger , physicia ns now rea li ze t h e importance of t im ely
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and accurate diagnosis with appropriate treatment. No longer
do we just assume because the patient is elderly that he had
little or no rehabilitation potential.
The new regulations that mandate lon g term care facilities
will also have a significant impact on the physician.

We are

being held accountable for the overall care of the patient
but are not necessarily allowed to practice medicine in complete
autonomy.

knowing.

Gone is the misnomer that the physician is all
Today's long term care physician obtains information

and input from the facility staff, family members and whenever
possible, the patient, before prescribing a treatment plan.
Certainly some physicians are having difficulty r e leasin g
some of their power and autonomy, but if they are to remain
in the long term care industry they will realize that it is
in th e best interest of the patient.

CHAPTER 5

SUMMARY

If any industry need ed a global perspective , i t is today's
nursing home industry .

Pushed away by variou s influences from

its traditional chronic role and toward creati ng and competi ng
with new levels of care , the industry seems to be scrambling
in several different directions at once.

"G o with the flow"

may b e the order of the day, but determining which flow to choose
and exactly what "go i ng with it" means is the problem .
The nursing home industry is becoming the most h eav ily
regulated industry in the United States .

Until this July 1,

HCFA (Hea lth Care Fi n a ncing Administration) required co rrection
of only filajor deficiencie s by nursing faci lit ies .

If these

were not corrected , homes co uld lo se their certification . However
before this year fewer than o ne percent each year did lose
certification . Those days are over ; HCFA is de ter min ed that
all OBRA (Omnibus Reconciliation Act) mandate s will be met .
All deficiencies must be corrected, and if this is not done
to surveyors ' sat i sfaction, a variety of penalties can be
imposed , including monetary fines a nd a change of management.
The author feels that long term care facilities must start
today in prepari n g for th e nest s urvey by addressing one Standard
of Care at a time . As the facility looks at each Standard of
112 .
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Care s eparately and identifies areas that need work, the leaders
need to pull the team together to s olve these problems;

make

the entire facility a part of the problem solving team.

Failure

to prepare now will only result in incurring huge fines, possible
loss of some positions, and possibly some embarrassing iocal
and national news. Worse yet, the facility would have neglected
the welfare of human beings who have been entrusted to the
facility's care .
The ri ghts of residents have been a main focus during the
last de cade .

One right in particular has been highly emphasized,

and tha t is the right to be free of chemical or physical
restraints. Us ing restraints on the elderly population became
a focal point after several alarming incidents occurred:

first,

several long term care facilities across the country reported
instances of elderly residents becoming becoming entangled in
their vest restraints, strangling and d ying; secondly, numerous
comp laints were received from family members that t hei r loved
ones who were once lively, involved people now sat for hour s
in wheelc hair s staring listlessly abo ut in a more or less
constant st upor.
These incidents motivated HCFA to demand that long term
care fac ilities fi nd another way to pro tect elderly patie nt s
from self harm .
Th e a uthor fee l s that fac ilities will be more s u ccessf ul
if t hey emp loy a team approach , with i n put from occ u pational
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therapy, physical t h erapy, nursing, social services and
administration.
Education remains as one of most effective ways to reduce
misuse. Educate them regar di ng the myths of restraint u se , the
side effects of u se and the need for alternatives . The next
step; is to assess why the restraint was considered t o begin
with.

Many times the reasons are based simply on the patient's

age or it is used for convenience for the staff. Third, as the
patient becomes involved in activities, restraint use becomes
les s and l ess necessary.
Over time it has become quite apparent that finding the
right alternative, the right activity, ant the right restorativ e
program is essential for each and every resident, if we are
to seriously reduce and eliminate re stra in t usage.

The most

important aspect of restraint red u ction is establishing a
facility philosophy and then educating all the staff accordi n gly.
Ultimately you mu st believe that the use of re strai nt s is n ot
the solution, it is the pro blem.

Th at is essential toward

setting a new s tandard of care and enhancing th e patient ' s
quality of lif e .
Qu ality of life! Quality of care! What about the qua lit y
of staff.

Wh y do some of our mo s t important jobs get rewarded

with such low stat us and pay?
Wh i le professional baseball players squa bbl e over who gets
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how many hundreds of thousands of dollars a year for batting
a ball around, t h e nursing assistants who provide the bulk of
the day-to-day care for our frail elderly usually earn not much
more than minimum wage, and often get few or no benefits.
This is work that you would think we would value highly.
After all, it could be our parents, or grandparents they are
caring for, and one of these days, it may be us.
But t hat is not the message the government sends when it
sets Medicaid rates too low to allow nursing assistants to earn
more than minimum wage, no matter how much experience they have
or how good they are at their job.
That is not the message we send as taxpayers, when we allow
our money to be meted out that way.
That is not the message sent by many long term care
administrators, who are too busy to learn their nursin g
assistants names, let alon e to thank them for a job well done.
And finally that is not the message the media sends when
they air or publish so few stories about good nursing assistants
and so many about bad ones . That is not to say that a story
like January 's harrowing 20/20 report on patient abuse and theft
by nursing assistants in lon g term ca re fa ci lit ies is not valid,
or that it does not ne ed to be told. But many nur s in g assistants
saw the story as part of the med ia ' s re lentl es s focu s on the
negat iv e i n their profession . Th is o n e - sided view demorali zes
t he nur si n g assistants wh o ca r e abo u t what th e y do.
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Those who care know their work is important.

They hear

it from their residents , and they feel it in their hearts .
But that is not always enoug h to make up for low pay and a
general lack of respect for their work. Over time, such things
can erode lofty ideals about patient care, forcing ~ven the
mo st dedicated nursing assistants from the profession.
That is where long term care administrat ors can help ,
providing positive feedback to co unteract the negative messages
underminin g thei r nursing assistant's morale.

Even at facilities

that cannot provide pay rai ses or opportunities for advancement,
manager s can still do a great deal . There is one simple
principle: let your nursing assistants know that you value them
and th eir work.
The author feels that the final insult, or assault
compo unding the long term care industry's alread y overwhelming
concern s is the c ut in financing tha t the government i s
proposing .

The Federal government i s about t o "dump" the

nation's e lderly on the doorsteps of long term care facilities.
A j oint Hou se -S e nate bud get agreement designed to balan c e the
federal l e dger co ntains provisions t o dramatically cut pro g ram
funding.
S pe cifica l ly, lawmakers plan to parcel ou t Medicaid funds
to states i n the f orm o f b l o ck grants in an effort to reduce
Medi ca id g rowth by $ 1 80 billion during th e next se ven years.
Under a bl oc k gra n t

program , s tat es will e ssentially o btain
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the authority to allocate Medicaid funds the way they see fit.
However , block grants are a budget policy , not a health
policy. As such, they ignore the real problems associated with
Medicaid: finding sufficient funding to meet demand without
destroying the deficit.

By failing to address the root causes

of the problems associated with Medicaid spending, these problems
will continue to plague both policy and beneficiaries. Block
grants will result in states underfunding Medicaid, leaving
nursing home residents and facility operators vulnerable to
a huge financial liability.
The author feels strongly that there should be some reform
for Medicaid and Medicare . However, it appears that the
government once again is targeting one of the most vulnerable
groups of people, the elderly . How sad that the government is
sending this message to its elderly population:
You are no longer of use, let ' s put you out to pasture now that
our time of usefulness is over.
There is not a lot of hoopla surrounding the space projec t
and little is being said about cutting this program .

In addition

mayb e the g overnment should consider spending fewer of our tax
dollar s to foreign countries and care for its populati on that
ha s fund ed th e federal government ov e r the ye ars.
With lar ge numb e r s o f pe o pl e trying t o c ont e mpl a t e t he
f utu re of

lon g te rm c a r e , ev e n t ually a so lu tio n wi l l

be found .

I t would a pp ea r t o th e a uth o r that o ne via b le co n s ideratio n

•
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might be to look at the ways other cultures provide for their
elderly. Surely other countries have searched for and found
more workable solutions.
Long term care operators will face two separate but
interdependent dynamic forces this year: changes in the
environment where they practice and changes in the practice
itself .
In the business world there is a saying, "if you
conduct business today the way you did yesterday, you will not
be in business tomorrow."
Change in the long term ca re environment will be marked
by continued evolution and adaptation as the industry adjusts
to meet a changing marketplace.
Mark et forces will continue to f uel long term care's
expansion toward a more complete continuum ranging from
retirement housing to subacute care a nd specialty programs.
Ultimat ely , as managed care con tinue s to grow, the providers
will see more contractual rel at ionships.
Strategic planning and positioning will be the bu zz words
for 1996. Providers will work with their boards a nd communities
to find n ew and better way s to prov ide lon g term ca r e services.
Provider orga ni zat ion s will be obsesse d -wi t h positioning
themselves to achieve max imum market penetration and service
opportunit i es .
Hea l th ca r e reform has bee n driv e n not o nly by Wa s hington
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but also in response to changing market conditions that have
been driving the environment for years and will continue to
do so in 1996.
Ongoing regulatory mandates will do little to relieve
anxiety among providers. But at the same time, facilities will
be testing new concepts and venturing into new areas . They will
do this in an attempt to meet the needs of an over-expanding
long term care population.
Quality care is an issue that will continue to dominate
the health care landscape as administrators grapple with how
best to balance financing, quality of life and quality o f care .
Increased consumer options and financing alterna t ives will
further fragment the market . One result of these chan ges will
be a compelling organizational mandate for administr a t ors
will face increased pr essure to strategically lo c aliz e their
thinking and respond to local market needs .
Faced with market changes , admi nistrators wil l

be fo r ce d

to seek stability to adapt so they can positio n t hemse lves in
a comfort zone of transition.
Th ere is sp e culatio n that th e United States coul d follo w
in the fo o t steps of Eur o pe .

Ln 1987, Denmark ena cted leg i s lat io n

t o pl ac e a morator i um on t h e co ns truct io n of nu rsing ho mes a nd
ma de gro u p h o u s in g , wh at we c all a ss i sted li vi n g , the preferred
ty pe of l o ng t erm ca re.
Th e mo r a to rium served t wo purposes .

I n a c ountry noted
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for its social welfare programs and its recent crisis in funding
these programs, i t allowed the government to curtail spending
on care for the elderly.

A rapid rise in th e number of elderly

people being placed in nur si ng homes, which are funded by local
muni cipalities,. h a d r es ulted in a considerable increase i n
spending.

Si nce the s witch to group hou si ng, these

municipalities are spending much less .
Secondly, the moratorium wa s a re s ponse to an i nten si ve
revi e w as

to the purpose of t h e nursing home .

So the focus

in plannin g lon g term care was shifted from high cos t, high
tech skil l ed nursing ca re to low cost , residential gro up h o u si n g .
The r emai n i n g nur s ing h omes now provide day care , s ubacute
ca re , rehabilitation, a nd ot her o ut come-o ri e nted recuperative
se rvices.

Da n ish and other West er n European nursing homes are

st il l well a head of its American co un terparts i n both serv i ce
programs and d esign .

Mos t

facilities are com prised complete l y

of si ngle private rooms, and the patie n ts an d f am ily member s
p l ay a n active rol e in their o perating , se tt i n g o n va r io u s
co mmi ttees , including t hose th at hire and fire employee s .
Eac h staff me mb er work s excl us ively with e i ght to twelve
r esidents in a cl us t er or ne ig hb orhoo d and i s co n si der ed par t
of t h e f amily gro up.

Wit h in these fa mily groups , discussio n s

are held to determine i( th e re side nts' needs are b ei n g met .
Residents '

bio l ogical fam i lies are also incorpo rat e d int o th e

da i ly lives of the hom es .
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Up to now, the United States has been five to ten years
behi nd Europe in its efforts to accommodate an increasing number
of o lder , frailer people while containing costs.

If

that trend

continues, Americans will soon see the wanin g of the nursing
home.

While some facilities will continu e to provide long term

medical care, most will house subacute and rehab programs.
Most elderly people do not need the expensive 24 hour medical
supervision of the skilled nursing environment.

And it is

difficul t to imagine that, given a choice, people would opt
to spe n d their last years in a medical institution rather than
a residential home setting.
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